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Févre, M. and Modec, L.: Sinus Pericranii and 
Extracranial Vascular Tumors Communicat- 
ing with the Intracranial Circulation (Sinus 
pericranii et tumeurs vasculaires extracraniennes 
communiquant avec la circulation intracranienne). 
J. de chir., 1936, 47: 561. 


Extracranial vascular tumors in communication 
with the superior longitudinal sinus were first de- 
scribed in 1850 by Stromeyer under the term “‘sinus 
pericranii.”” —Two types are now recognized: (1) a 
simple pocket full of blood, and (2) a true angioma- 
tous tumor. The authors have been able to collect 
sixty-four cases of sinus pericranii from the litera- 
ture. To these they add one of their own. Of the 
sixty-five cases, thirty-one were believed to be 
congenital and fifteen traumatic. In nineteen, the 
cause was either not determined or not recorded. 

The blood-filled tumor may be a single simple 
pocket or bilobed, multilocular, or hemangiomatous. 
It may communicate with the intracranial sinus 
through one or several holes in the skull. The tumors 
are usually just beneath the scalp, but may be sub- 
periosteal or deep in the bone. The blood flow is 
usually in and out through the skull, the pocket 
being essentially a diverticulum of the longitudinal 
sinus. Less often, the blood enters the tumor from 
the interior of the skull and leaves through the 
peripheral veins of the scalp. Occasionally the 
lesion consists of a cirsoid aneurism of the scalp 
which communicates with the longitudinal sinus. 

The etiology is not entirely clear. Some cases are 
definitely traumatic. Others are apparently con- 
genital and teratological, but whether they are due 
primarily to a bone defect, a vascular anomaly, or a 
combination of factors has not been established. In 
most instances the lesion is in the midline and com- 
municates with the longitudinal sinus, but other 
sinuses and suture lines may be involved. 

Clinical examination discloses a fluid tumor 
which follows all variations of the intracranial pres- 
sure and can be easily reduced into the cranium. 
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After its reduction a round or oval depression can 
be felt in the bone. The tumor is usually the size 
of a cherry or nut, but occasionally as large as an 
egg. It is round or oval, and sometimes lobulated. 
As a rule it is not changed by peripheral pressure, a 
fact showing that the circulation comes from within 
the cranium. It may pulsate with the pulse or with 
the respiration. Rarely, there is a murmur or bruit. 
Dilatation of veins of the scalp is seldom found. 
The tumcr is usually painless, but there may be 
headache, dizziness, or bizarre symptoms which 
cannot be well correlated with the physical findings. 
The condition must be differentiated from menin- 
gocele. 

In the reported cases, three forms of treatment 
were used: (1) puncture or incision without sub- 
sequent operation; (2) mechanical or physical com- 
pression, electrocoagulation, and radium applica- 
tion; and (3) excision and blockage of the com- 
munication. The latter is the therapy recommended 
by the authors. In nineteen cases in which it was 
used there were no deaths. Of fifteen patients who 
were followed up, thirteen were cured, one was 
benefited, and one was not benefited. Krause’s pro- 
cedure of lifting up a circular flap of periosteum with 
the sac and ligating it with the pedicle is recom- 
mended. The opening in the bone is plugged with 
bone wax. 

The article is concluded with a résumé of each of 
the sixty-four collected cases. 

Max M. ZINNINGER, M.D. 


EYE 


De Grész, S.: Injuries of the Eye Caused by Sports. 
Brit. J. Ophth., 1936, 20: 148. 


De Grész gives a detailed account of the common 
and unusual injuries of the eye caused by sports. 
Among the numerous important relations between 
the eyes and sport are good central vision, a free field 
of vision, good stereoscopic sight, and a good light 
sense. Persons suffering from such diseases as acute 
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catarrh, iritis, hemorrhagic tendencies such as Eales’ 
disease, and high myopia should avoid all branches 
of physical culture because of the tendency toward 
detachment of the retina associated with these 
conditions. 

For persons who must wear glasses, contact lenses, 
which in umbral shade absorb 75 per cent of the 
light, should be considered for sport in high altitudes. 
Such lenses are of advantage to ametropic persons in 
tennis, skiing, and motoring as they considerably 
improve the field of vision and cannot be dimmed by 
vapor. The so-called unbreakable or laminated 
lenses are made by placing a layer of cellulose acetate 
between two lenses and applying heat and pressure. 

Perforating injuries resulting in bleeding, cataract, 
and infection are quite common. Persons sustaining 
such injuries on the highways should be given 2,500 
units of tetanus antitoxin. Drivers of fast vehicles 
should be subjected to a preliminary photometric 
examination. Disturbance of color perception is 
dangerous as it causes mistakes in seeing signs and 
trafiic lights. 

Bichelonne recommends yellow light for reflectors 
as it heightens contrast, sharpens light, increases dis- 
tinguishing capacity, and lessens fatigue. For motor 
car drivers it lessens glare and shortens re-adaptation 
and psychomotoric reaction time. 

Anisocoria, which may cause motor accidents, is 
believed to be due to oil vapors and exhaust gas, 
chiefly CO, and is brought about especially easily in 
alcoholism, the medullary centers being the point of 
attack. 

Injuries in game shooting are often caused, not by 
explosion of the gun but by the projectile, either 
directly or by ricocheting. Fish hooks are occasion- 
ally responsible for serious injuries to the eyeball. 
Alpine tourists suffer from sun blindness due to dense 
ultraviolet irradiations. Ski-staff injury to the eye 
is not infrequent. It may be accompanied by con- 
tusion and rupture of the tendons; permanent 
paralysis; tearing of the canaliculi resulting in 
permanent epiphora; opening of the sinuses; fracture 
of the base of the skull; or evulsion of the optic nerve. 

Football injuries may consist of slight contusions 
with hyphemia or result in intra-ocular bleeding, 
dislocation of the lens, traumatic cataract, or de- 
tachment of the retina. Among eye injuries caused 
by tennis balls are suffusion of the subconjunctiva, 
abrasion of the cornea, hyphemia, rupture of the iris 
and choroid, and rupture of the eyeball. 

Boxing is the most dangerous sport so far as the 
eye is concerned. It may result in hematoma of the 
eyelids, subconjunctival hemorrhage, subcutaneous 
emphysema, avulsion of an entire eyelid, cataract, or 
detachment of the retina. 

Catarrhal conjunctivitis due to infection from 
closed swimming pools is probably caused by a 
filterable virus and is of genital origin. A unilateral 
acute follicular conjunctivitis accompanied by pre- 
auricular lymphadenitis is extremely obstinate. 

The golf club is responsible for a few eye injuries. 
The general frequency of trauma to the eye in hockey 


is 33 per cent. Thirty-seven per cent of the injuries 
are due to the stick, 43 per cent to the ball, and the 
rest to falls. 

Patton and Gifford treated eight wrestlers who 
caught trachoma from each other while wrestling. 

Spear throwing, sandow, skating, archery, Rugby 
basketball, and other sports cause a small percentag: 
of eye injuries. Leste L. McCoy, M.D. 


Burch, F. E.: Association of Ectopia Lentis with 
Arachnodactyly. Arch. Ophth., 1936, 15: 645. 

In at least 50 per cent of cases of arachnodactyly 
ectopia lentis is probably present, and analogous 
anomalies are probably responsible in a way for 
both conditions. The most common clinically ob- 
served abnormalities are in the long bones, joints, 
muscles, heart, and eyes. Despite the tallness of 
the patient afflicted, the weight of the body is below 
normal. The skeletal changes differ from the 
gigantism of acromegaly, in which the thickness as 
well as the length of the bone is increased. Some 
degree of spinal deformity is present in almost all 
cases. The muscular tissue is generally poorly 
developed, yet strength is usually proportionate to 
the muscular girth. 

Scarcely any subcutaneous fat is present. In a 
large percentage of cases the heart is more or less 
seriously affected. Occasionally pulmonary changes 
have been observed. As a rule the nervous system 
and mentality are not affected. Mentality is often 
especially good. The blood picture is usually normal. 

The ocular complications are those associated with 
ectopia lentis—iridononesis; small, contracted pupils 
which fail to dilate normally under the influence of 
atropin; anterior chambers of uneven depth; 
occasional nystagmus or divergent squint; lenticular 
myopia; axial myopia; hypermetropia; a persistent 
pupillary membrane; clouding of the anterior cap- 
sule; coloboma of the lens; paralysis of accommoda- 
tion; abnormalities of the retinal vessels; chorio- 
retinitis; edema of the lids; and shortness of the 
lower lids. 

The most characteristic ocular finding is bilateral 
dislocation of the lens. 

A hereditary or, at least, a familial, origin is 
definite. The incidence of the condition is about the 
same in males and females. In the reported cases 
no peculiar change was noted at birth. The young- 
est patient was four years old and the oldest sixty- 
two. LestiE L. McCoy, M.D. 


Polyak, S.: The Minute Structure of the Retina in 
Monkeys and Apes. Arch. Ophth., 1936, 15: 477- 


It is nearly fifty years since the cellular relations 
within the vertebrate retina were analyzed so mas- 
terfully by Dogiel and especially by Cajal. So 
thoroughly was their work done that further efforts 
in this direction have been almost lacking. With 
commendable courage Polyak has returned to this 
seemingly unpromising field, even though the 
prospect was that only the réle of a gleaner could be 
played. Retinas of the monkey and chimpanzee 
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were subjected to the Golgi technique and the result- 
ing preparations studied and synthesized into a 
scheme of retinal interrelations. 

The findings of Polyak’s study are valuable 
acquisitions, largely of the nature of a refinement of 
information already at hand. The chief conclusions 
drawn from them are as follows: 

Rods are present in the entire macular or peri- 
foveal region, including the foveal slopes. There is 
but one variety of horizontal cell. There are two 
main types of bipolar cell. One is related to cones 
alone, and in the macular region to cones singly. 
The other is a polysynaptic cell. Some of the poly- 
synaptic cells are related to both rods and cones 
while others are related to cones and possibly also 
to some rods. There are three types of amacrine 
cell. Two main groups of ganglion cell exist. One is 
monosynaptic with a bipolar cell that in turn connects 
with a single cone (at least in the macular region). 
The other is polysynaptic and includes cells that are 
related to a number of bipolar cells of different kinds. 

Like Cajal and Dogiel, the author finds some 
fibers ascending from the layer of optic nerve 
fibers into the inner plexiform layer where they 
ramify terminally. Although hitherto these have 
been called “centrifugal fibers,’ Polyak, with proper 
conservatism, states that their origin is unknown. 

Mueller’s fibers are viewed as forming a honey- 
comb which contains the neurons as in a sealed 
insulating system open only at the points of synapse. 
The ordinary neuroglia are only mentioned in pass- 
ing—probably because the author’s method was 
inadequate to do them justice. 

The author holds his results to confirm the 
neuron concept of anatomically discrete nerve cells. 

Of the greatest importance is the new information 
that shows how the stimulation of a particular cone 
can pass through its specific bipolar and ganglion 
cell to reach the brain as a locally distinct excitation. 

A participation of the bipolar elements as the 
agents which are responsible for the analysis of color 
is suggested, and the existence of three types of bi- 
polars is advanced as a possible mechanism through 
which a three-component hypothesis (such as the 
Young-Helmholtz theory) might operate. 

LESLIE B. AREY. 


Kiehle, F. A.: Tumor of the Optic Nerve: Report of 
a Case. Arch. Ophth., 1936, 15: 686. 


Primary tumors of the optic nerve are rare. They 
vary from a small localized thickening to a neoplasm 
that fills the orbit and crowds the eye literally out of 
the head. They are essentially a condition of early 
life and as a rule grow slowly. They usually push the 
eye straight forward, but sometimes down and in. 
The motility of the eye remains undisturbed until 
very late. The earlier the growth is removed the 
better the prognosis. Extension into the cerebral 
cavity occurs sometimes, but extension into the 
bulbus is unusual. 

Ophthalmoscopic examination reveals neuritis of 
the postbulbar type with venous engorgement and 
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later atrophy of the optic nerve. The pressure of the 
growth may produce hyperopia. Retinal hemor- 
rhages occur early and blindness ensues. The 
growth originates either intradurally or extradurally. 
Parsons concluded that primary tumors of the 
optic nerve are all of mesoblastic origin and probably 
congenital. Their anatomical peculiarities, slight 
malignancy, and slow growth suggest a relationship 
to granuloma, but the possibility of local infection 
and of a parasitic influence must also be considered. 
Surgical intervention aims first to preserve the 
eyeball, the incision being made preferably through 
the soft tissues or, if that is impractical, through the 
bony tissues. However, complete removal of the 
tumor is essential even if it necessitates sacrifice of 
the eyeball and complete removal of the orbital 
contents. Lestre L. McCoy, M.D. 


EAR 


Jacod, M.: Surgical Peculiarities of Malignant 
Tumors of the Eustachian Tube (Particularités 
chirurgicales des tumeurs malignes de la trompe 
d’Eustache). Lyon chir., 1936, 33: 129. 

Jacod states that malignant tumors of the eusta- 
chian tube develop slowly and can usually be diag- 
nosed in the early stages. The most suggestive 
symptoms are a unilateral headache and a persistent 
otitis without manifest cause. If, on catheterization 
of the tube, the instrument is blood-stained, biopsy 
should be done. While it would seem that operation 
on these growths in an early stage should give good 
results, this is not the case. The author believes 
that, even when a radical operation is performed, 
the operative field is in an area where there is micro- 
scopic cancerous infiltration and the intervention 
therefore favors dissemination of the growth. For 
this reason he is of the opinion that surgery should 
be supplemented by irradiation. 

In the period from 1920 to 1924 Jacod treated 
four cases of epithelioma of the eustachian tube with 
radium. In all of them a recurrence accompanied by 
rapid bilateral gland involvement developed in from 
twelve to eighteen months. Roentgen therapy alone 
is equally ineffective. In two cases in which the pa- 
tient refused operation after marked amelioration of 
symptoms was obtained by roentgen therapy, a re- 
currence developed within a few months. In four 
cases in which the tumor was removed surgically 
after roentgen treatment, histological examination 
showed some areas of the tissue to be in a state of 
neoplastic growth. Surgery alone and irradiation 
alone are both insufficient for successful treatment 
of tumors of the eustachian tube. 

The author advocates pre-operative roentgen 
therapy because it ‘‘sterilizes’’ the surrounding tis- 
sues and the satellite glands and considerably dimin- 
ishes the size of the tumor. If the cervical glands are 
involved, these are also reduced in size and rendered 
mobile. This makes possible a less extensive opera- 
tion. To prevent delay or difficulty in the healing of 
the surgical wound in the irradiated tissue, Jacod 
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performs the operation from twenty-five to forty 
days after the completion of the roentgen treatment. 
When there is no involvement of the cervical glands, 
the tumor is removed on about the twenty-fifth day. 
If the cervical glands are involved, these are removed 
on about the twenty-fifth day and the tumor is re- 
moved on about the fortieth day. 

Jacod has found that the preferable route for the 
operative removal of tumors of the eustachian tube 
is through the maxillary sinus of the opposite side 
and the nasal fossz with partial resection of the bony 
portion of the nasal septum. By the exposure thus 
obtained the growth and surrounding tissue may be 
removed en bloc as extensively as necessary. 

The author has operated in four cases by the de- 
scribed method after preliminary roentgen treat- 
ment. Two showed cervical gland involvement. 
This was unilateral in one and bilateral in the other. 
In both of these cases the growth was a prickle-cell 
epithelioma. Removal of the involved glands was 
done twenty-five and thirty days respectively, and 
removal of the tumor thirty-five and forty days re- 
spectively after completion of the roentgen treat- 
ment. In one of the two cases without glandular in- 
volvement the tumor was a lymphocytoma and in 
the other a reticulosarcoma. In one case operation 
was done on the twenty-fifth day, but in the other it 
was delayed until the fiftieth day, on account of a 
persistent erythema. In all of the cases the operative 
results were good and the wound healed by first in- 
tention. Of the two patients with glandular involve- 
ment, one remained free from symptoms for four years 
and the other for three and a half years. In both the 
ultimately developing recurrence involved the sub- 
clavicular glands. In neither was there a recurrence 
at the site of the original growth. Of the two other 
patients, one died eighteen months after operation 
of bronchopneumonia, with no signs of recurrence. 
The other was operated upon only recently. 

The author is convinced that the combination of 
roentgen treatment and surgery offers the best 
chance of recovery in malignant growths of the eu- 
stachian tube. Aice M. MEYERs. 


Lumsden, R. B.: Some Remarks on Gradenigo’s 
Syndrome and Petrositis. Laryngol. & Otol., 
1936, 51: 150. ° 

After a brief survey of the articles of Gradenigo 
and Almour and Kopetzky, in which he apparently 
considers the conditions of petrositis and Grade- 
nigo’s syndrome identical, Lumsden discusses the 
present state of knowledge regarding infections of 
the apex of the petrous bone which he apparently 
identifies with suppuration in the petrous pyramid. 

He stresses the clinical syndrome of Kopetzky and 

Almour. In his review of the anatomy of the petrous 

pyramid he is satisfied to mention only the three 

routes of advance noted by Kopetzky: the first, 
from the peritubal cells; the second, by the veins of 
the carotid canal, and the third, above or posterior 
to the superior semicircular canal, following the 
posterior superior surface of the pyramid. He 
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briefly reviews also the symptoms of pain and 
abducens paralysis and discusses their probable diag- 
nostic meaning. ; 

He then analyzes nine cases of Gradenigo’s syn- 
drome encountered in the Edinburgh Royal In- 
firmary. The mortality in these cases was 44 per 
cent. In only one of them was there any definite 
proof that petrositis was present. In his analysis of 
seventy-eight published reports of cases of petrositis 
Lumsden considers the time of appearance of ab- 
ducens paralysis significant in relation to the mor- 
tality. He states in conclusion, ‘‘While Gradenigo’s 
syndrome is well known to all of us, I venture to 
suggest that as yet we are not sufficiently familiar 
with the clinical picture of petrositis.” 

H. L. Writrams, M.D. 


NOSE AND SINUSES 


Skillern, S. R.: Obliterative Frontal Sinusitis. Arc. 
Otolaryngol., 1936, 23: 267. 

The author states that obliterative frontal sinusi- 
tis, being an osteogenic thickening resulting from a 
pathological stimulus, may be classified as a benign 
bony tumefaction. 

Osteanagenesis is a protective mechanism against 
the dispersion of infection. It depends on the ability 
of the compact bone to respond to a bacterial or 
traumatic stimulus. 

The usual finding in frontal sinusitis is a unilateral 
osteogenic thickening affecting chiefly the anterior 
plate of one frontal sinus. : 

Obliterative frontal sinusitis is often erroneously 
diagnosed from the roentgenogram as failure of de- 
velopment or absence of the affected sinus. The 
roentgenogram should be used only as an aid to the 
diagnosis. No roentgenographic diagnosis of disease 
of the paranasal sinuses, especially if negative, 
should ever be accepted without the confirmation of 
a rhinologist. 

Failure to make a correct diagnosis of frontal 
sinusitis has led to multiple intranasal operations 
without complete relief of the symptoms. 

When the roentgenogram shows a large unilateral 
frontal cell ending abruptly at the midline of the 
forehead, its fellow should be suspected of osteona- 
genesis. 

Radical operation above the superciliary line is 
the operation of choice. James C. BRAswELL, M.1) 


NECK 
Montgomery, M. L.: Lingual Thyroid. A Compre- 


hensive Review. Division V. West. J. 
Obst. & Gynec., 1936, 44: 237. 


Surg., 


This is the fifth division of a review of 144 cases of 
lingual thyroid. 

The author believes that the lingual thyroid is the 
result of compensatory hypertrophy. In support o! 
this opinion he cites the facts that in two-thirds of 
the reviewed cases there was no demonstrable thy- 
roid in the neck; in a number of cases the tumor re- 
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curred after excision; and in 1 case a previously si- 
lent lingual thyroid enlarged when the thyroid was 
destroyed. 

The operative technique used is described. 

Postoperative hypothyroidism occurred in 70 per 
cent of the cases. In a case in which a lingual thy- 
roid containing a small parathyroid body was excised 
there was postoperative parathyroid insufiiciency in 
addition to postoperative hypothyroidism. The 
parathyroid insufficiency gradually receded without 
medical treatment, leaving the hypothyroidism. Be- 
cause of the frequency of postoperative hypothy- 
roidism, Montgomery recommends a trial of medical 
treatment, namely, the administration of desiccated 
thyroid and iodine if biopsy discloses no urgent indi- 
cation for excision. Paut Starr, M.D. 


Iodine in 
Am. M. Ass., 1936, 


Jackson, A. S., and Freeman, H. E.: 
Adenomatous Goiter. J. 
106: 1261. 


Jackson and Freeman state that iodine not only 
does no good, but is definitely contra-indicated in 
non-toxic adenomas of the thyroid. They believe 
that its administration is associated with consider- 
able danger of causing iodine hyperthyroidism. In 
disagreement with Youmans, Kampmeier, Means, 
and Lerman, they are definitely of the opinion that 
iodine can produce thyrotoxicosis. They state that 
in toxic adenoma the effect of an aqueous solution of 
iodine is not constant nor specific, and is not the 
same as that produced in exophthalmic goiter. Of 
their own series of 279 patients with toxic adenoma, 
62 per cent were benefited or not affected and 38 per 
cent were made worse by iodine. 

Jacos M. Mora, M.D. 


Engelstad, R. B.: The Thyroxin Production in 
Metastases from Carcinoma of the Thyroid. 
Am. J. Cancer, 1936, 26: 738. 


The production of active thyroid colloid may oc- 
cur in tumors arising from the epithelium of the 
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thyroid gland. Holst proved this to be true in the 
case of adenomas, and there is clinical evidence to 
support the view that it is true also in the case of 
carcinomas. To investigate the process further, the 
author undertook the biological demonstration of 
thyroxin in metastases in two cases of carcinoma of 
the thyroid. The test for the presence of thyroxin is 
based on the fact that this substance induces in mice 
a considerable increased resistance to acetonitril. 

The question of the presence of thyroxin in metas- 
tases from thyroid carcinoma is of both theoretical 
and practical importance. Theoretically, it is of in- 
terest to know whether tumor cells derived from thy- 
roid epithelium produce thyroxin. The findings of 
examination of the primary thyroid tumor itself are 
not conclusive as it is impossible to exclude the pres- 
ence of islands composed of normal glandular epithe- 
lium which produce thyroxin. In a metastasis, this 
source of error does not exist. The practical impor- 
tance of the test lies in the fact that it offers the pos- 
sibility of proving a tumor to be a metastasis from a 
carcinoma of the thyroid in cases in which other 
convincing evidence is lacking and the histological 
findings are atypical. 

In the author’s first case the patient suffered from 
a goiter which had remained stationary for twenty 
years and did not appear to be malignant. A cranial 
tumor developed and eroded the skull. A section 
suggested that the cranial neoplasm was a metastasis 
from the thyroid. Subsequently this was proved to 
be true by the demonstration of thyroxin. In the 
second case the patient had had a quiescent goiter 
for between thirty and forty years. At the end of 
that time she developed a large tumor of the thigh 
which clinically and pathologically seemed to be a 
fibrosarcoma. Certain unusual pathological fea- 
tures, however, suggested that it might be a metas- 
tasis from one of the endocrine glands. The diagno- 
sis of metastatic thyroid carcinoma was definitely 
established by the demonstration of thyroxin. 

ARTHUR S. W. Tourorr, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Johnson, T. H.: Homonymous Hemianopia: Prac- 
tical Points in Interpretation, with a Report 
of Forty-Nine Cases in Which the Lesion in 
the Brain Was Verified. Arch. Ophth., 1936, 15: 
604. 

Changes in the visual fields may supply important 
information as to the location of a brain lesion. For 
example, bitemporal hemianopia indicates definitely 
that the lesion is at the optic chiasm. When ho- 
monymous hemianopia occurs, the lesion is definitely 
lateralized on the opposite side, but may be any- 
where along the visual pathway between and in- 
cluding the visual center in the occipital lobe and 
the chiasm. 

The study reported in this article was made to 
establish the extent to which homonymous hemi- 
anopia correlated with other symptoms of brain 
tumor may be used to localize the growth more 
specifically, and to determine whether quadrantic 
and sectorial defects have specific localizing values. 

The tumors in the forty-nine cases reviewed were 
classified according to the lobe chiefly involved. In 
five cases the tumor involved the frontal and fronto- 
parietal lobes; in twenty, the temporal lobe; in 
eight, the temporal lobe and adjoining lobes; and 
in one, the pituitary gland. In three cases, poren- 
cephaly and degeneration of the parietotemporal 
lobes were found. In one case there was an angioma 
of the right side of the tegmentum, and in eleven 
cases a lesion of the occipital lobe or originating in 
the occipital lobe and invading the adjoining lobes. 


TUMOR OF THE FRONTAL LOBE 


The symptoms of tumor of the frontal lobe vary 
greatly, depending on the location of the growth. 
In cases of tumor at the base of the frontal lobe, 
defects in the visual fields are common. When the 
pressure is exerted on areas adjacent to the visual 
structures, the change is likely to consist of a central 
scotoma in the ipsilateral field. When the pressure 
is produced on the optic nerve and tract near the 
chiasm, there may be total loss of the ipsilateral 
field and temporal loss of the contralateral field. 
Pressure confined to the optic tract produces contra- 
lateral homonymous hemianopia which is likely to 
be complete in four-fifths of the cases. When the 
symptoms indicate a tumor of the frontal lobe and 
are accompanied by homonymous hemianopia, the 
postero-inferior part of the contralateralized lobe 
is the site of the lesion. 

A tumor in the frontal lobe, particularly the 
anterosuperior part, may exist for a long time with 
no localizing symptoms, but is apt to cause changes 
in the mental state and personality. Pressure on 
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the motor area causes twitchings of the contralateral 
extremities followed by convulsive seizures and loss 
of consciousness as the pressure increases. Invasion 
of the motor area results in complete hemiplegia. 
A tumor at the base of the frontal lobe may produce 
symptoms of retrobulbar neurosis accompanied by 
a central or paracentral scotoma in the ipsilateral] 
visual fields. By exerting pressure on the olfactory 
bulb, a neoplasm may alter the sense of smell on 
the same side. In cases of meningioma of the frontal 
lobe, exophthalmos is common. 


TUMOR OF THE TEMPORAL LOBE 


Common symptoms in cases of tumor of the 
temporal lobe are epileptiform convulsions, dreamy 
states, and subjective sensations of smell and taste 
with or without involuntary movements of mastica- 
tion. On the contralateral side there may be tran- 
sient weakness of the lower part of the face, diminu- 
tion or absence of abdominal reflexes, and, less often, 
transient paresis of the arm and leg. In the cases of 
right-handed persons no speech defect or word 
forgetfulness occurs when the right lobe alone is 
involved. Although the centers for smell are located 
in the temporal lobes, hallucinations of smell are 
not frequent. The centers for hearing have bilateral 
cortical representation and usually no disturbances 
of hearing which can be interpreted as localizing 
symptoms are present. The most important localizing 
evidence is supplied by involvement of the optic 
radiations, which occupy a considerable portion of 
each lobe. The incomplete defects in the resulting 
homonymous hemianoptic changes of the visual 
fields are particularly characteristic. Visual hallu- 
cinations are diagnostic of tumor of the temporal 
lobe. There may be transitory but recurring ptosis 
and pupillary changes. The most common of the 
latter is ipsilateral myosis. The pupil may become 
permanently dilated as the tumor grows larger. 


LESION OF THE OCCIPITAL LOBE 


A tumor confined to the occipital lobe causes few 
symptoms. Pressure on the cerebellum may bring 
about ataxia and instability of station. Mind 
blindness may occur. Homonymous hemianopia 
follows involvement of the visual center, beginning 
as a quadrantic defect and progressing to complete 
hemianopia. Homonymous hemianopia is found 
much more frequently in association with tumor 
of the temporal lobe than in association with tumor 
of the occipital lobe because tumors of the temporal 
lobe are much more common than tumors of the 
occipital lobe. Tumors of the occipital lobe may 
sometimes be manifested also by visual hallucina- 
tions and visual aphasis. Visual hallucinations con- 
sisting of flashes of light and spectroscopic lumino- 
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sities are significant of invasion of the occipital lobe. 
Traquair expressed the opinion that hemianopia as 
an isolated sign indicates a lesion of the occipital 
cortex. Frazier and Waggoner concluded that the 
association of hemianopia and visual aphasia points 
to a tumor of the occipital lobe. 


HOMONYMOUS DEFECTS OF THE VISUAL FIELDS 


There have been numerous reports of cases in 
which quadrantic defects were caused by lesions of 
the visual pathway, but there has been no unanimity 
of opinion in the interpretation of the changes. The 
author discusses several reports and draws the con- 
clusion that homonymous sectoral field defects 
indicate a lesion in the visual system posterior to 
the chiasm, but do not locate the lesion in any 
specific area. 

Tumor of the frontal lobe rarely causes incomplete 
homonymous hemianopia. Tumor of the temporal 
lobe produces incomplete homonymous defects 
much more often than tumor of the occipital lobe. 


CHANGES IN THE VISUAL FIELDS IN HOMONYMOUS 
HEMIANOPIA 


A sectoral defect in the lower porticn of the field 
indicates a lesion at a level superior to that of the 
visual pathway, whereas a sectoral defect in the 
upper part of the field has the reverse significance. 

Crescentic defects indicate that the lesion is 
external to the visual pathway and in the same 
lateral plane. 

A permanent homonymous defect is a positive 
sign of an organic lesion involving the visual system 
of the opposite side. 

A homonymous defect with papilledema definitely 
indicates the presence of an expanding lesion of the 
brain. 

Homonymous hemianopia accompanied by hemi- 
plegia of the same side and papilledema, but without 
hemianesthesia, points to a tumor in the posterior 
part of the frontal lobe. 

A homonymous defect accompanied by atrophy 
of the optic nerve on one side and papilledema on 
the other suggests a tumor in the postero-inferior 
part of the frontal lobe contralateral to the field 
defect. If anosmia is also present, a lesion of the 
frontal lobe is definitely indicated. 

A homonymous defect accompanied by uncinate 
attacks or hallucinations of vision consisting of 
pictured scenes points to a tumor of the temporal 
lobe on the side opposite the field defect. If aphasia 
or anosmia is also present, involvement of the 
temporal lobe is more certain. 

When a homonymous field defect is accompanied 
by ipsilateral sensory changes and papilledema, a 
tumor of the temporoparietal lobe of the side oppo- 
site the sensory signs is to be suspected. 

Homonymous hemianopia, hemianesthesia, cho- 
reiform or athetoid movements, and slight hemi- 
paresis of the same side constitute the most typical 
syndrome of a lesion of the optic thalamus of the 
opposite side. 
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Homonymous hemianopia associated with hemi- 
anesthesia, hemiplegia, of the same side, and papill- 
edema suggests a tumor deep in the temporal or the 
occipital lobe of the opposite side. 

Homonymous hemianopia, papilledema, and 
visual hallucinations consisting of flashes of light 
or spectroscopic luminosities indicate a tumor of 
the occipital lobe. 


DIFFERENTIATION OF EXPANDING AND VASCULAR 
LESIONS 

Hemorrhage into the cerebral visual structures 
or thrombosis of their blood vessels produces sudden 
loss of vision. When homonymous hemianopia 
results, the form of the blind area is likely to be 
irregular. On the other hand, in cases of expanding 
lesions of the brain, it is common for the patient to 
be unaware of the loss in the visual fields until he 
bumps into objects. 


CONCLUSIONS 


Central vision in homonymous hemianopia is 
retained as a rule until secondary atrophy of the 
optic nerve has resulted from concomitant papill- 
edema. 

A homonymous field defect accompanied by 
papilledema is strongly significant of tumor of the 
brain. 

Perimetric examination at close angulation and 
encephalography or ventriculography are indicated 
in all cases in which the presence of an intracranial 
lesion is suggested. Epwarp §S. Parr, M.D. 


Hugi, F.: The Stimulation and Increase of Brain 
Regeneration by Means of Homoplastic Brain 
Transplants in Rabbit Experiments (Anregung 
und Steigerung der Gehirnregeneration durch 
homoioplastische Hirntransplantation im Kanin- 
chenversuch). DeutscheZtschr. f.Chir., 1935, 246: 114. 


With regard to neurogenesis and the regeneration 
of nerves the basic contributions have been the 
neurone theory (Bidder-Kupfer-His) and the pres- 
ent-day theories on neurotropism (Cajal-Forsmann). 
According to these theories, the neuron, arising from 
the neuroblasts, is to a certain extent an independent 
element of the nervous system as regards anatomy, 
trophic changes, and specific function. By the term 
‘neurotropism”’ is meant the growth of the nerve 
cell induced by external conditions. Recent inves- 
tigations suggest that the material of nerves which 
have disintegrated may be used for regeneration. 
Empirically, Tello determined that when homo- 
plastic transplants of sciatic nerve were placed in 
the brain cortex of the rabbit the fibers of the white 
matter grew into the old nerve sheaths. In the light 
of this recent knowledge the forgotten custom of 
the South Sea Islanders—the application of fresh 
animal brains to the exposed and injured brain in 
open skull fractures—loses its mysticism. 

The author set himself the task of introducing 
homoplastic brain transplants into artificially induced 
brain defects in rabbits and studying the processes 
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of degeneration and regeneration. As a rule the 
operation involved only the cortex of the cerebral 
lobes. Fifty-four animals were used. Macroscopi- 
cally, the implants began to take by the fourth week. 
They showed fewer hemorrhagic foci than the 
operative scars, and four weeks after the operation, 
none at all. In spite of degeneration, some of the 
nerve cells in the implant remained alive. Moreover, 
as regards ganglion-cell degeneration, the zone of 
degeneration about the implant showed no differ- 
ences from that following simple excision of brain 
tissue. Four instructive illustrations are presented. 
(Lorgr). Jacos E. Kier, M.D. 


King, J. E. J.: Brain Abscess. 
103: 647. 


Ann. Surg., 1936, 


King discusses the treatment of brain abscesses 
secondary to infection of the middle ear, mastoid, 
and accessory nasal sinuses and those of traumatic 
origin. According to Evans, 83.2 per cent of brain 
abscesses are secondary to otitis media and mas- 
toiditis, 9.1 per cent follow nasal infections, and 
only 7.7 per cent are due to other causes. 

Regardless of the mode of infection, the early stage 
of an abscess is an inflammatory leucocytic infiltra- 
tion and softening of the brain substance. This is 
followed by the formation of a cavity containing 
pus. In the acute form the wall is irregular and ill 
defined, consisting of brain tissue with a shaggy 
surface surrounded by an area of edematous brain 
substance. If the condition becomes chronic, the 


formation of well-defined wall or ‘‘capsule”’ occurs, 
a process which has been variously reported as 


requiring from two to six weeks. 

When a brain abscess is suspected a stereoroent- 
genographic examination should be made to deter- 
mine the degree of involvement of the mastoids or 
paranasal sinuses. 3Except in the cases of comatose 
patients, in which it may be advisable to drain the 
abscess first, the site’of origin of the infection should 
be attacked first. Otherwise, a second abscess may 
develop from the source of the first. 

In general, the procedures which have been used 
may be classified as follows: (1) the closed method; 
(2) the open method; (3) extirpation of the abscess 
in toto; and (4) tapping. 

In,the closed method the abscess is located and a 
drain is inserted without inspection of the cavity. 
The drain is removed after a variable length of 
time. Little or no herniation occurs. Deep or 
centrally situated abscesses can be drained only by 
this method or the use of a cannula or searcher. 
However, loculated or irregularly shaped abscesses 
cannot be properly drained by this method. The 
partially obliterated tract with a fibrous wall re- 
mains as a potential source of infection. 

The open method with greater exposure, removal 
of the overlying cortex and a portion of the present- 
ing capsule, and evacuation and irrigation of the 
abscess cavity was advocated by the author in 1924. 
Thorough inspection of the cavity was possible, and 
eventual obliteration of the cavity occurred by its 
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temporary eversion and herniation. Other operative 
procedures described by Cahill, Horrax, and Adson 
and Craig are discussed, all of which have similar 
principles although differing in details of technique. 

Extirpation is not used routinely by any one, but 
is occasionally necessary following the spontaneous 
rupture of a cavity surrounded by suppurative 
necrotic brain tissue. When the capsule can be 
used, it is advisable to preserve its major and inner 
portions as a barrier to prevent rupture of the ven- 
tricle due to the increasing intraventricular pressure. 

Dandy has twice advocated tapping alone for 
cases of chronic abscesses, but so far the procedure 
has not been widely adopted as a routine treatment. 

The surgical procedures for abscesses in various 
locations are discussed. An important feature oi 
the open operation is the preparation of the drainage 
tract before the abscess is entered. The author's 
original method of allowing herniation after the 
floor of the abscess reached the level of the skull has 
been abandoned. Lumbar punctures are done as 
often as necessary after the third day to control 
ventricular pressure and prevent elevation of the 
floor of the abscess beyond the level of the skull. 

Closure is now permitted when the floor of the 
abscess approaches the level of the skull. A scalp 
plastic operation from six months to a year after the 
operation gives more protection to the brain than 
the epithelialization of the healing process. The 
patient’s head is kept elevated on one or two pillows, 
and on the third day he is placed in a semisitting 
position. Fluids are readily taken. The bowels are 
regulated by a daily enema and a mild saline laxative 
or cathartic at night. When the bowel action is not 
adequate the brain surface tends to bulge. For 
restlessness, sodium luminal given hypodermically 
or chloral hydrate given rectally is advised. 

Although the author does not consider diagnosis 
in this article, he dicusses the paralysis or paresis 
caused by frontal lobe abscess. In its progress 
backward a large abscess external to the anterior 
horn of the lateral sinus first produces contralateral 
paresis of the arm, then of the leg, and finally of the 
face. Such an abscess is usually evacuated before 
paralysis occurs. A sudden flaccid contralateral 
hemiplegia without change in the mental condition 
may be due to perforation of the frontal sinus with 
the development of a walled-off subdural collection 
of pus over the motor area. In a case of suspected 
abscess a sudden change to stupor or coma accom- 
panied by high fever and by hemiplegia which 
develops rapidly and completely is probably due to 
rupture into the meninges with rapid spread of the 
pus over the cortex (massive suppurative lepto- 
meningitis). 

Of thirty-two patients with brain abscess coming 
under the author’s observation, eighteen died. Of 
the latter, 5 might have survived except for errors of 
management such as insufficient localization of the 
lesion, delay of operation, or chilling. Of seventeen 
who were operated upon by the open method, 
fourteen survived. 
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In conclusion the author states that earlier suspi- 
cion of brain abscess and earlier operation will help 
to improve the prognosis. Epwarp S. Pratt, M.D. 


Ostertag, B.: The Classification and Character- 
istics of Brain Tumors. Their Natural Classi- 
fication According to Site, Extent, and Tissue 
Structure (Einteilung und Charakteristik der 
Hirngewaechse. Ihre natuerliche Klassifizierung 
zum Verstaendnis von Sitz, Ausbreitung und 
Gewebsaufbau). 1936: Jena. Fischer. 


The progress of modern brain surgery is based on 
three factors: the development of a special neuro- 
surgical technique, ever greater certainty in the 
localization of tumors, and a better understanding 
of the course of brain tumors which depends upon 
their histogenesis. The eminence of Cushing rests 
beyond doubt on the fact that he has done creative 
work in all three of these fields. In addition to many 
other things, brain surgery owes to Cushing and 
Bailey a better understanding of the pathobiology 
of gliomas and the all-important recognition of the 
fact that there are relatively benign gliomas which 
are suitable for surgical intervention. From the 
pathological standpoint a number of objections have 
been raised to the Bailey and Cushing classification 
of gliomas, especially to the assumed identity of 
embryonic and tumor cells. However, the practical 
value of their studies of gliomas is clearly evident to 
everyone who is acquainted with the leading neuro- 
surgical clinics and their work. The histology of 
brain tumors is by no means a closed subject. Pen- 
field, Roussy and Oberling, Del Rio-Hortega, Berg- 
strand, and others have exerted themselves for its 
further development. It cannot be doubted, how- 
ever, that research along this line has passed its 
highest point, and that while this or that detail 
still remains to be explained, a further advance of 
decisive importance in this direction is not to be 
expected. 

Ostertag calls attention to another and more 
promising study. He proceeds from the idea that 
the blastomas of the nervous system are to be under- 
stood correctly only from the dysontogenetic point 
of view with critical consideration of the site of 
origin or localization—not the localization in the 
finished organ but the intracerebral local conditions 
presented by the very widely differing parts of the 
brain during the various stages of development. 
Following this line of thought and taking into con- 
sideration the normal development, Ostertag studied 
the defective and blastoma formations of the spinal 
cord, the medulla oblongata, the after-brain, mid- 
brain, and between-brain, and finally the gliomas of 
the telencephalon. As the result of these compre- 
hensive investigations he now presents his classifica- 
tion of brain tumors, which he terms a natural clas- 
sification according to their site, extent, and tissue 
structure. While he emphasizes that a number of 
his conclusions were drawn by analogy because of 
insufficiency of material and the magnitude of the 
task, he believes that the assumption that blasto- 
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mas arise from the anlagen of dysontogenetic dis- 
turbances may be accepted as proved, even though 
the complete development has so far been demon- 
strated in only a few gliomas beginning in a truly 
symptomless manner. 

It is difficult to give Ostertag’s classification in 
detail, especially as the very large number of illus- 
trations he presents is essential for an understanding 
of his statements. At times he limits himself to a 
sketchy presentation, while at other times he gives 
detailed descriptions. Only a small part of his dis- 
cussion can be given here. 

In the region of the spinal cord and the medulla 
oblongata, the metencephalon, the mesencephalon, 
and the diencephalon, Ostertag distinguishes: 
(1) paraphic disturbances, possibly with tumor for- 
mation; (2) dysraphic disturbances and tumor 
formations originating therefrom; (3) disturbances 
of the ventricle, the ependyma, and the ependymal 
nuclear layer; and (4) localized new and defective 
formations (for example, in the region of the mid- 
brain, gliomas of the thalamus, “gliomas of the 
sutures’’). The blastomas of the cerebrum are first 
divided into four groups: (1) blastomas of the 
matrix with general cytokinetic disturbances; 
(2) blastomas arising from the ependymal matrix 
located on the turn of the ventricular fold or 
occurring after the infolding, displacement, or con- 
striction of the matrix (adhesion of the wall of the 
cerebral vesicle); (3) blastomas arising from atyp- 
ically persisting elements that have separated from 
the matrix; and (4) cortical blastomas developing 
as the result of a mesenchymal disturbance after the 
cortical plate has been laid down, and a disturbance 
of cytokinesis. 

The practical usefulness of further subdivision is 
shown by a number of examples. In the region of 
the frontal lobe (the site of the so-called oral ventric- 
ular fold) Ostertag finds six types of gliomas recur- 
ring again and again with photographic exactness: 
(1) blastomas of the corpus callosum (which always 
involve also the gyrus cinguli); (2) gliomas of the 
medial ventricular fold; (3) blastomas which, arising 
from the matrix, extend to the first frontal convolu- 
tion; (4) similar blastomas which extend to -the 
second convolution; (5) blastomas extending from 
the matrix toward the third convolution and usually 
to the frontal pole; and (6) gliomas of the medial 
portion of the base which always grow through to 
the other side. 

In the region of the parietal, occipital, and 
temporal lobes he distinguishes: (1) blastomas of the 
dorsal portions of the corpus callosum; (2) blas- 
tomas which are attached medially between the 
corpus callosum and the fornix; (3) blastomas of 
the upper portion of the hemisphere; (4) blastomas 
of the middle portion and the first temporal con- 
volution; (5) blastomas of the posterior convexity 
of the cauda of the caudate nucleus at the point of 
transition to the inferior cornu. 

It will be clear from these examples that, starting 
with the dysontogenetic disturbances, Ostertag 
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arrives at certain definitely defined tumor types. In 
this lies the practical value of his investigations, for 
if they can be confirmed the surgeon in his interven- 
tions will be able to judge the extent of an exposed 
tumor and thereby will be able to arrive at con- 
clusions as to its operability and prognosis. Ostertag 
states that, on the basis of the material obtained by 
brain puncture, he is able to give information as to 
the exact location of the puncture site and sometimes 
as to the symptoms, and to predict the site, structure, 
and extent of a tumor. 

It is important that the author, starting from fresh 
points of view, arrives at a classification of brain 
tumors which has proved of practical usefulness. 
Therefore the surgeon who is interested in the brain- 
tumor problem will do well to familiarize himself 
with Ostertag’s work. 

FLORENCE ANNAN CARPENTER. 


Dyke, C. G., and Davidoff, L. M.: The Pneumence- 
phalographic Diagnosis of Tumors of the 
Corpus Callosum. Bull. Neurol. Inst., New York, 
1936, 4: 602. 

The term “‘tumor of the corpus callosum”’ is used 
to designate a neoplasm which originates in and is 
largely confined to the mesial portion of this struc- 
ture. In a series of 3,000 air studies a diagnosis of 
tumor of the corpus callosum was suggested 8 times. 
In 5 instances this diagnosis was verified. The 
authors believe that a dependable diagnosis of tumor 
of the corpus callosum can be made by means of 
encephalography or ventriculography. They de- 
scribe the characteristic deformities of the ventricles 
and sulci upon which their diagnosis was based. 
They state that no sufficiently constant syndrome 
has been recognized by which a clinical diagnosis of 
primary tumor of the corpus callosum can be made 
with certainty. The characteristic findings in the 
pneumencephalogram are: (1) separation and asym- 
metrical distortion of the lateral ventricles; (2) a 
sharp defect in the dorsal margin of one or both 
lateral ventricles; (3) occasional failure of one lateral 
ventricle to fill with the gas; (4) distortion of the 
sulci and convolutions of the medial aspect of the 
brain; and (5) deformity or obliteration of the dorsal 
and rostral part of the third ventricle. 

Separation of the lateral ventricles is the most 
important single manifestation. This varies with 
the extent and direction of the growth. The presence 
of a tumor may be confirmed and the size of the 
neoplasm indicated by the degree of distortion and 
displacement of the lateral and third ventricles and 
the cingulate and callosal sulci. The latter struc- 
tures may be displaced dorsally for a considerable 
distance. 

The conditions which may resemble tumor of the 
corpus callosum and must be differentiated from it 
are: (1) cyst of the cavum septi pellucidi, (2) agenesis 
of the corpus callosum, (3) intraventricular tumors, 
and (4) parasagittal tumors. The points upon which 
the differential diagnosis is based are discussed. 

Epwarp §S. Piatt, M.D. 
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Cutler, E. C., Sosman, M. C., and Vaughan, W. W.: 
The Place of Radiation in the Treatment of 
Cerebellar Medulloblastomas. A Report of 
Twenty Cases. Am. J. Roentgenol., 1936, 35: 420. 


The authors report twenty cases of cerebellar 
medulloblastoma and review sixty-one cases reported 
by Cushing in 1929. In all except one case the 
diagnosis was confirmed by biopsy or by microscopic 
examination at autopsy. The authors discuss the 
pathology, histology, and clinical course of the 
lesions in detail. 

Histologically, the tumors cannot be classified in 
any manner corresponding to the clinical course of 
the disease. The longest survival period, eighty-two 
months, was in a case that was considered most 
malignant on the basis of the histological findings. 
The tumors metastasize within the pathway of 
the cerebrospinal circulation. A case of invasion of 
the cranial vault is reported. 

The clinical course of the disease is demon- 
strated by Cushing’s ‘‘composite case.”” The out- 
standing symptoms are headache, vomiting without 
nausea, and unsteadiness of the gait. The vomiting 
usually occurs when the patient arises in the morning 
and is not associated with nausea. 

Cerebellar medulloblastomas occur most fre- 
quently in children. Their incidence is highest in 
the first decade of life. 

The eighty-one cases reviewed are classified into 
the following eight groups: 

1. Postoperative death, twenty cases. 

2. Death without operation or irradiation, three 
cases. 

3. Operation not followed by irradiation, four- 
teen cases. 

4. Operation followed by inadequate irradiation, 
sixteen cases. 

5. Operation followed by irradiation of only the 
cerebellar area, five cases. 

6. Operation followed by irradiation of the cere- 
bellar area and the spine, nine cases. 

7. Operation followed by irradiation of the spine 
and ventricular system, twelve cases. 

8. Treatment by irradiation only, two cases. 

This classification is based on the author's present 
knowledge of the clinical behavior and pathological 
anatomy of the lesions. 

The operative mortality is high. After treatment 
by operation alone life expectancy is 5.6 months, 
whereas after operation supplemented by irradiation 
it is 28.2 months. The authors recommend irradia- 
tion of the entire cerebrospinal axis with the use of 
deep therapy and the administration of an erythema 
dose to each portal, including both sides of the head, 
the cerebellar area, and the spine, and repetition of 
this treatment two months later. 

Because of the extreme sensitivity of the tumors 
to roentgen therapy the authors believe that roent- 
gen irradiation can be used as a therapeutic method 
for the differential diagnosis of cerebellar lesions in 
children. They recommend a therapeutic trial of 
such irradiation under strict precautions before cere- 
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bellat exploration is undertaken. The response to 
irradiation is so marked that the diagnosis can be 
confirmed within ten days after the initial treat- 
ment. ROBERT ZOLLINGER, M.D. 


Zaralia, A. U., Balado, M., and Oliva, R. O.: Pos- 
terior Meningo-Encephalocele of the Orbit 
Treated Surgically (Meningo-encefalocele pos- 
terior de la érbita tratado quirargicamente). Arch. 
argent. de neurol., 1936, 14: 14. 


The case reported in this article is the second to 
be reported from Argentine and, so far as the 
authors are aware, the only one besides the case 
reported by Dandy in 1929 in which autoplastic 
restoration of the orbital defect was done. Of the 
approximately sixty cases of orbital meningo- 
encephalocele recorded, only sixteen were of the 
posterior type first described by Delpech in 1828. 
The authors review the latter and discuss the patho- 
genesis, anatomy, symptomatology, diagnosis and 
surgical treatment of the condition. 

The case reported by the authors was that of a 
boy nine years old whose development was other- 
wise normal. The condition, noticed at birth, had 
gradually progressed until at the time of operation 
there was a moderate exophthalmos with marked 
descent of the eyeball. The upper part of the orbit 
was filled with a soft, ill-defined mass showing an 
expansile pulsation synchronous with the carotid 
pulse. The external and internal motility of the eye 
and the ocular tension were normal. Visual acuity 
was 24. Compression of the tumor produced no 
cerebral symptoms except a reduction of the pulse 
from go to 80. Stereoroentgenograms showed ab- 
sence of part of the lesser wing and of most of the 
greater wing of the sphenoid. The orbit was greatly 
enlarged, especially in its floor and roof, and the 
articulations of the frontal bone with the malar and 
the greater wing of the sphenoid were profoundly 
altered. As determined at operation, the tumor 
was a prolongation of the atrophic tip of the tem- 
poral lobe, into the middle third of which it merged 
posteriorly. It penetrated the orbit through the 
sphenoidal fissure, and was covered by the meninges. 

The operative measures included anterior orbiot- 
omy, diagnostic puncture of the tumor, craniotomy 
by the usual technique for exploration of the chiasm, 
reduction of the hernia, and a plastic procedure on 
the orbit with the use of a plate taken from the bone 
flap. Eight months after the operation the boy’s 
general health was excellent, and the deformities 
of the lids and the position of the eyeball were much 
improved although some pulsation persisted. Visual 
acuity remained the same. The temporal region, 
somewhat depressed before operation, bulged 
slightly. The graft was unchanged in position and 
appearance. 

In the discussion, the authors state that schematic 
clinical pictures are unusual. The one pathogno- 
monic sign is the appearance of cerebral disturbances 
on compression of the tumor, but in posterior 
meningo-encephalocele these are rare. The de- 
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formities of the orbit, especially those of the roof 
and floor, are quite characteristic, but can be 
appreciated only by stereoroentgenography, which is 
the most important single method of diagnosis. 
Exploratory puncture should be done only on the 
operating table, as a part of the surgical procedure. 
The only promising treatment is reduction of the 
tumor followed by a plastic operation on the orbit. 
The orbital route, even with the Kroenlein method, 
is applicable only to cases in which the bone defect 
is small and limited to the orbit. When the defects 
are of considerable size, and particularly when they 
involve the posterior part of the orbit, craniotomy is 
indicated. The technique must be adapted to the 
requirements of the individual case. In the most 
favorable cases it is possible to hope for closure of 
the cranio-orbital communication and reduction of 
the exophthalmos with removal of its dangers. 
The changes in the craniofacial skeleton and the 
eyeball will not diminish, but the facial appearance 
may be improved by supplementary plastic opera- 
tions. 

References, photographs, roentgenograms, and 
illustrations of the operative technique are pre- 
sented. M. E. Morse, M.D. 


Maxwell, W.: A Method of Approach to the Trigem- 
inal Trunk in the Posterior Fossa Designed 
Primarily for Ophthalmic Division Involve- 
ment in Tic Douloureux. Australian & New 
Zealand J. Surg., 1936, 5: 379. 


The author approaches the trigeminal trunk 
through the usual subtemporal opening, but incises 
the dura just medial to the line of the foramen ovale 
in the internal acoustic meatus after first elevating 
the tentorium with the contained superior petrosal 
sinus. He recommends avulsion of the nerve trunk. 
He has found the described approach of particular 
value in cases of tic douloureux with involvement of 
the first ophthalmic division. . 

RoBERT ZOLLINGER, M.D. 


Martin, R. C.: The Surgical Repair of the Facial 
Nerve. Arch. Otolaryngol., 1936, 23: 458. 


The most distressing non-fatal sequela of surgical 
procedures on the mastoid is facial paralysis. Mar- 
tin and his associates have successfully relieved three 
cases by: (1) direct anastomosis of the facial nerve 
(Bunnell, Martin); apposition of the ends of the 
nerve without suturing (Graham); and the inter- 
position of a homogenous nerve graft (Ballance and 
Duel). Other patients similarly treated are under 
observation, but the time that has elapsed since the 
operation is insufficient for determination of the re- 
sults. All of the patients had marked facial paraly- 
sis on recovery from the anesthesia induced for the 
mastoid operation. 

When injury to the nerve is evident after an oper- 
ation on the mastoid the problem arises as to the 
best time to operate for its correction. The author 
considers it best to wait until the field has become 
clean. Delay of operation is advisable also because 
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in many cases recovery results spontaneously in from 
six to eight months. In cases in which it is known 
that the nerve was injured during the mastoidec- 
tomy, operation should be performed as soon as pos- 
sible since nothing is gained by awaiting an impos- 
sible spontaneous recovery. During the interval 
before a secondary operation, support of the muscles 
by strapping is essential to prevent their hopeless 
elongation. The adhesive tape should extend from 
the corner of the mouth to a position far lateral on 
the forehead. Electrical treatment is useless (Royle). 

The time between operations, type of operation, 
and period of recovery in the authors’ three cases 
with successful results are summarized in the fol- 
lowing table: 


Period of 
recovery 
of tone 


Time 
between 
operations 


Period of recovery 


ype of o} i : 
Typ Pee of motion 





Began in 8 mos. 
Good in 14 mos. 


12 mos. | End-to-end anas- 


tomosis 


7 mos. 





41 days | Decompression and| 41 days 


neurolysis 


3 mos. 








Began in 11 mos. 


Homogenous i 
Good in 14 mos. 


graft 


7 mos. 











9 mos. 





Failure of the upper branch to regain function was 
noted in all three cases. 

The three cases are reported in detail, with illus- 
trations, and a description of the operative technique 
is given. 

The author emphasizes that a patient subjected to 
repair of the facial nerve must be re-educated in the 
emotional control of the facial muscles after muscu- 
lar tone and movement have returned. 

Rosert H. Ivy, M.D. 
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SYMPATHETIC NERVES 


Wilson, H., Roome, N. W., and Grimson, K.: 
Complete Sympathectomy. Ann. Surg., 1930, 
103: 498. 

The authors report experiments on twenty-seven 
dogs in which both sympathetic chains were resected 
by a three-stage technique. From the results they 
draw the following conclusions: : 

1. When the sympathetic chains are excised by 
the technique described, the blood pressure is lovw- 
ered most extensively by excision of the left thoracic 
sympathetic chain which includes a section of the 
greater splanchnic nerve, and no marked rise above 
the normal range of blood pressure occurs after any 
stage of the procedure. 

2. The circulating blood volume as estimated from 
the bleeding volume is not much altered and is cer- 
tainly not increased after complete sympathectomy. 

3. The effects upon the bleeding volume of lower- 
ing the blood pressure by histamine or by hemor- 
rhage are similar in completely sympathectomized 
dogs to the effects in normal dogs. 

4. The depressions of the blood pressure accom- 
panying section of the cervical spinal cord and high 
spinal anesthesia in the normal dog are absent in the 
recently sympathectomized dog. 

5. Electrical stimulation of the central end of the 
cut sciatic nerve produces no effect upon the blood 
pressure in recently sympathectomized dogs. 

6. After complete sympathectomy the blood pres- _ 
sure remains at a higher level than would be ex- 
pected after the abolition of all vasoconstrictor 
tone (as by spinal anesthesia). The possibility of a 
peripheral vasoconstrictor mechanism is suggested. 

Davip J. Impastato, M.D. 
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CHEST WALL AND BREAST 


Arnvig, J.: Bleeding from the Nipple (Ueber 
Blutung aus der Brustwarze). Hosp.-Tid., 1935, 
p. 1259. 

There still are differences of opinion regarding the 
significance of bleeding from the nipple. The bleed- 
ing discussed by the author is a bloody or blood-like 
secretion occurring from a breast unchanged by 
pregnancy or lactation. The discharge is usually 
quite scanty and is accompanied by minor lancinat- 
ing pains. Bleeding of this type occurs in about 6 
per cent of all mammary tumors and also in other 
conditions of the breast such as injury, chronic 
hemorrhagic inflammations, cystic processes (Mara- 
tis), and benign tumors (hemangiomas, fibro- 
adenomas, and papillomas). 

In up to 70 per cent of the cases the cause is 
reported to be an intracanalicular papilloma (hemor- 
rhagic cystepithelioma, intracanalicular cystade- 
noma, and papilliform cystadenoma). The cysts are 
formed by enlarged gland lobules, vary in size from 
that of a millet seed to that of a mandarin, and 
present a thickened epithelium which is often com- 
posed of several layers of cells. The disease is fre- 
quently bilateral. 

Bleeding from the nipple occurs in about half of 
the cases of chronic cystic mastitis. The author 
observed it in six of eight cases. Another common 
cause of bleeding from the nipple is breast cancer. 

Chronic cystic mastitis may be treated by various 
methods. Total or partial resection should be con- 
sidered, depending on the primary cause. 

(HAAGEN). J. DANtEL WILLeEMs, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Smith, W. J.: Acute Laryngotracheitis in Chil- 
dren: A Study of Forty-Three Cases Occurring 
at the Children’s Hospital, Los Angeles, in 
Epidemic Form During the Fall and Winter 
of 1933-1934. Arch. Otolaryngol., 1936, 23: 420. 


Acute non-diphtheritic laryngotracheitis in in- 
fants and children may occur in epidemic form. 
The pathological process is found principally in the 
subglottic tissues. This is because in the infant and 
the small child there is a predominance of loose 
areolar tissue that allows swelling to occur and shut 
off the airway. 

The symptoms in cases of severe involvement are 
those of air hunger, viz., retraction and restlessness. 
The condition calls for immediate surgical interven- 
tion. Provision must be made for adequate post- 
operative treatment. The mortality of the condi- 
tion is 9.3 per cent. 

J. THORNWELL WITHERSPOON, M.D. 


Bezancon, Braun, Soulas, Guillaumin, and Cachin: 
Separate Functional Examination of the Lungs 
by Catheterization of the Bronchi (L’examen 
fonctionnel des poumons séparés par le cathétérisme 
des bronches). Presse med., Par., 1936, 44: 713. 


The authors describe a method of examining the 
lungs separately by bronchoscopy which is analogous 
to examination of the kidneys separately by cathe- 
terization of the ureters. Jacobaeus and his collabo- 
rators made such examinations, using a large 
bronchoscope with two tubes. They found that the 
function of the right lung is somewhat more active 
than that of the left, the former being 53 per cent 
and the latter 47 per cent. As in some cases this 
method caused laryngitis and fever, the authors used 
an ordinary Jackson bronchoscope, cutting off the 
access to one bronchus while examining the other. 
The examinations of the two lungs were therefore 
successive rather than simultaneous, but injury was 
avoided. The avoidance of injury is important as 
the method is used most frequently in cases of 
tuberculosis. 

The ventilation, the carbon dioxide output, and 
the oxygen consumption were determined for each 
lung separately. The oxygen consumption is of 
more significance than the carbon dioxide output as 
the latter varies considerably even under normal 
conditions. 

Any considerable decrease of function on one side 
as compared with the other indicates disease on the 
side with decreased function. The authors report 
cases showing the proportionate decrease in condi- 
tions of various kinds. The method is valuable in 
checking up the results of clinical and roentgen 
examinations, especially when pneumothorax or 
thoracoplasty is under consideration. When, for 
example, roentgen examination shows one lung to be 
entirely normal and discloses only a slight lesion in 
the other, a very great difference in the function of 
the lungs warrants the assumption that the diseased 
lung is much more seriously affected than is indicated 
by the roentgenogram. 

In two cases cited, oxygen consumption was 8.3 
and 9.2 per cent respectively on the diseased side 
and 91.7 and go.8 per cent respectively on the nor- 
mal side. In one of these cases thoracoplasty was 
performed, as was justifiable in a case in which func- 
tion on the diseased side was reduced to almost 
nothing. The authors cite also other cases in which 
the separate functional examination helped to solve 
the problem of treatment. 

In some cases the bronchial secretion on the two 
sides was examined separately. The results were 
always in agreement with those of separate examina- 
tion of the respiratory exchange on the two sides. 
In cases of lung abscess it was surprising to find how 
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little function was affected, even when the abscesses 
were large, provided they were encapsulated. In a 
case of tumor of the lung oxygenation was 84.4 
per cent on the normal side but only 16.6 per cent 
on the side of the tumor. 

AupREY Goss Morcan, M.D. 


Fawcitt, R.: Fungoid Conditions of the Lung. Brit. 
J. Radiol., 1936, 9: 172. 

The author describes a lung condition occurring 
in the farming communities of South Cumberland, 
the Lake District, and Westmoreland which he, 
Campbell, and Faulds attribute to the inhalation of 
a dust-borne fungus. For this condition he has 
coined the name ‘“‘bronchomycosis feniseciorum”’ 
(bronchomycosis of haymakers and harvesters). 

He reviews the history of the science of mycology 
from 1677, when Hooke discovered filamentous fungi 
to be the cause of yellow spot on rose leaves. In 1839 
Langenbeck discovered that oidium albicans was 
parasitic to man. In 1906 Saccardo published his 
“Sylloge Fungorum” covering 57,660 fungi. Accord- 
ing to Ramsbotton, the Keeper of Botany at the 
British Museum, there are more than 100,000 
identified species of fungi. 

Castellani classified bronchomycoses as follows: 

1. Those due to yeast-like fungi, viz., fungi of the 
types monilia, cryptococcus, saccharomyces, blasto- 
mycoides, and endomyces. 

2. Those due to filamentous fungi: (a) fungi of 
the slender type, viz., nocardia, anaeromyces, and 
vibriothrix; (b) those of a larger type, viz., oidium 
and hemispora; and (c) those with typical fruiti- 
fications, viz., aspergillus, penicillium, mucor, rhizo- 
mucor, acremoniella, sporotrichum, and acladium. 

When the sputum is collected with due care to 
prevent outside contaminations and is examined at 
once, there are 3 possibilities: 

1. The fungus, though present, is not virulent and 
not pathogenic, and lives saprophytically in the 
bronchi. When injected intravenously or directly 
into the lung of a rabbit, such fungus will produce no 
general or localized lesions. 

2. The fungus is only a secondary invader. Under 
these circumstances intravenous inoculation of a 
rabbit with the fungus will cause death from a 
generalized fungus septicemia, but intrapulmonary 
inoculation will not produce any localized nodular 
lesions in the lungs. 

3. The fungus is the primary cause of the broncho- 
alveolar condition. Under such conditions intra- 
pulmonary inoculation of a rabbit will produce the 
characteristic nodular appearance of the lung first 
described by Virchow in 1856 and the animal will die 
spontaneously in from fifteen to twenty-one days 
with both lungs infected. The nodules are usually 
about 3% in. in diameter. They may coalesce and 
become caseous. There is no intervening pneumonia, 
but some congestion, and the fungi and spores may 
be recovered from the nodules. 

When these criteria are met in the absence of 
tubercle bacilli and the sputum yields fungi which 


are pathogenic to experimental animals a diagnosis 
of bronchomycosis of the primary type may he 
made. 

The condition simulates tuberculosis, being ac- 
companied by a cough, mucopurulent sputum, 
cyanosis, frequent attacks of severe dyspnea on 
slight exertion, patches of dullness and crepitation, 
rales, ronchi, and areas of increased vocal resonance. 

Fawcitt discusses fungous infection of the lungs 
mainly from the roentgenological standpoint. He 
states that as a rule the roentgenogram shows a fine 
mottling throughout both lung fields except in the 
apices, which are clear, and a considerable amount 
of emphysema. These conditions are superseded by 
a generalized fibrosis as the condition improves or 
associated with fibrous rings walling off small 
cavities or surrounding calcified nodules. 

The 3 types of bronchomycoses—broncho-asper- 
gillosis, bronchopenicilliosis, and bronchomucor- 
mycosis—are described in detail. 

The author reports 7 cases of’ bronchomycosis 
occurring in farmers. The symptoms of the disease 
developed rapidly during the movement of dusty, 
mouldy hay in a wet season when the hay was taken 
in when it was damp. The briefly reported clinical 
histories, illustrated with roentgenograms, show that 
the condition was quite similar in all of the cases. In 
I case coming to autopsy the silica content was 
normal, viz., 0.15 per cent. In lung affections due to 
the inhalation of inorganic dusts the onset of clinical 
symptoms and the spread of fibrosis are more 
gradual. The fibrosis becomes progressively worse. 
In lung affections due to organic dusts—and proba- 
bly fungus infections—the onset is more sudden and 
associated with much more marked dyspnea, and the 
roentgenograms frequently show emphysematous 
bullae and patches. Under treatment, recovery may 
take place with considerable fibrosis. 

In bronchomycosis feniseciorum, roentgenograms 
show evidence of an atypical bronchitis. The con- 
dition appears to be a definite entity. Its broncho- 
mycotic nature is indicated by the following facts: 

1. Fungi were isolated from the sputum in all of 
the author’s cases and 1 of Campbell’s cases. 

2. Fungi—aspergillus, penicillium, and mucor— 
were isolated from the hay in all of Campbell’s cases. 
(The hay has not yet been investigated in the 
author’s cases.) 

3. In all of the cases mouldy hay was the sup- 
posed causative factor. 

4. All of the patients whose cases have been 
recorded belonged to the farming class. In other 
words, they were persons whose daily life brought 
them into particularly close contact with fungi. 

The postmortem appearance of the lung is very 
similar to that described by Virchow, except that no 
nodules are seen. It is still more similar to that in 
rats and that noted by Bethune and Moffat in their 
experiments on animals. 

6. In most cases treatment with potassium iodide 
a recognized fungicide, is curative. 

J. Epwin Kirkpatrick, M.D 
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Gravano, L.: Actinomycosis of the Lungs (Actino- 
micosis pulmonar). Semana méd., 1936, 43: 810. 

Although not rare, actinomycosis is far from a 
common disease. Of the cases reported over a period 
of thirty years in the Argentine, the condition in- 
volved the lungs in 24 per cent. 

Involvement of the lungs usually occurs as the 
result of: (1) aspiration of the organisms through the 
bronchi; (2) direct extension from a near-by focus, 
which may be gastro-intestinal, cervicofacial, ab- 
dominal, or parietal; or (3) generalization of the in- 
fection by way of the blood stream. 

Actinomycosis of the lungs has a tendency to form 
sinuses leading to the exterior. In its spread to the 
exterior it differs from other pyogenic infections in 
that it does not follow fascial planes or tissue spaces. 
Pleural effusion is rare because an adhesive pleurisy 
develops. 

The diagnosis is usually made during life by the 
discovery of the typical sulphur granules in the spu- 
tum. When examined in the fresh state with the low- 
power microscope a sulphur granule shows a rela- 
tively transparent central portion with an irregular 
narrow margin which is more opaque. The high- 
power microscope discloses club-shaped bodies or 
Tavs. 

The chief condition to be ruled out in the differ- 
ential diagnosis is tuberculosis. 

The disease has rather a poor prognosis although 
there may be long periods of remission. Most of the 
successful treatments have included massive doses 
of iodides, roentgen irradiation, the use of autogen- 
ous vaccines, and surgery. The instillation of lipio- 
dol has also been employed. External lesions are 
incised and curetted. Wuiiitam R. MEEKER, M.D. 


Schenck, S. G.: Congenital Cystic Disease of the 
Lungs. A Clinicopathological Study. Am. J. 
Roentgenol., 1936, 35: 604. 


The authors review the literature on congenital 
cystic disease of the lungs and analyze 232 of the 
recorded cases, describing the various types, the 
symptoms, and the roentgen findings. They then 
discuss the differential diagnosis, prognosis, and 
treatment and report 4 cases in detail. 

Congenital cystic disease of the lungs is an 
established clinical entity which is readily recog- 
nizable during life. In infants and young children it 
has a grave prognosis. In older persons its prognosis 
has been improved by the recent advances of 
thoracic surgery. SAMUEL Kaun, M.D. 


Coryllos, P. N., and Ornstein, G. G.: The Manage- 
ment of Bilateral Cavernous Pulmonary Tu- 
berculosis. J. Thoracic Surg., 1936, 5: 337. 


The authors report a study of the treatment of 238 
cases of bilateral ulcerative tuberculosis in which 
pneumothorax could not be induced or could not 
collapse the cavities because of the presence of adhe- 
sions, 

The results of closed intrapleural pneumonolysis 
and of thoracoplasty showed that in from 40 to 60 
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per cent of cases of this type, previously considered 
hopeless, life can be saved and the sputum rendered 
constantly free from tubercle bacilli by these pro- 
cedures. 

The indications for surgical treatment in such 
cases are discussed. It is shown that the severe re- 
striction of surgical treatment which is common to- 
day in these cases is not justified. No case should be 
considered hopeless merely because the condition is 
bilateral, even when bilateral pneumothorax does 
not succeed in collapsing the cavities. The authors 
emphasize the importance of a modified technique 
of closed pneumonolysis, and the efficiency of bilat- 
eral thoracoplasty in cases properly selected. They 
state that as a surprisingly small amount of healthy 
pulmonary parenchyma is sufficient for moderately 
active life, large areas of diseased lung may be col- 
lapsed. 

A statistical study of the results in the reviewed 
cases is presented. Joun J. Maroney, M.D. 


Johns, F. S.: The Development of Selective Extra- 
pleural Thoracoplasty for Pulmonary Tubercu- 
losis. Ann. Surg., 1936, 103: 705. 

Selective thoracoplasty in contradistinction to 
complete thoracoplasty consists of the removal of a 
sufficient number of ribs to collapse only the cavity. 
The author reports sixty-seven cases in which it was 
done with an operative mortality of 5.6 per cent. 
This operation is of advantage because it does not 
disturb the patient’s vital capacity, it can be per- 
formed in bilateral cases, and it is associated with 
less shock and less danger of postoperative pneu- 
monia than the complete operation. 

SAMUEL PERLow, M.D. 


Rosedale, R. S., and McKay, D. R.: A Study of 
Fifty-Seven Cases of Bronchogenic Carcinoma. 
Am. J. Cancer, 1936, 26: 493. 


The fifty-seven cases of bronchogenic carcinoma 
studied by the authors were observed in the Buffalo 
City Hospital in the period from 1924 to 1934. In 
thirty-seven cases autopsy was performed. In the 
remaining twenty the diagnosis was based on the 
clinical findings and a positive biopsy, broncho- 
scopic and roentgenographic findings, or a combina- 
tion of all of these. Of the autopsies performed in 
cases of malignant disease in a ten-year period, 
those in cases of bronchogenic carcinoma were 
third in frequency. 

Ninety-one per cent of the patients whose cases 
are reviewed by the authors were males. The 
youngest was thirty-three years of age and the 
oldest seventy-three. The majority were between 
the ages of forty-four and fifty-eight years. Seventy- 
five and four-tenths per cent were employed in occupa- 
tions requiring exposure to dust or other irritating 
atmospheric factors. 

The majority of the tumors were located in 
bronchi of the first order or large bronchi. Broncho- 
genic carcinoma is usually a single, unilateral, mas- 
sive lesion situated near the hilus, whereas, with the 
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exception of the single ‘‘cannon-ball’’ pulmonary 
metastasis of hypernephroma, metastatic tumors 
are generally multiple and bilateral and situated 
peripherally in the lungs. Grossly, bronchogenic 
carcinoma is of the following three principal types: 
(1) a massive hilar nodule, which is the most com- 
mon type; (2) a carcinoma originating from a small 
bronchus in the periphery of the lung; and (3) a 
diffuse carcinoma. : 

Of the reviewed tumors studied at autopsy, the 
cells were classified histologically as round cells in 
four, as spindle cells in five, as squamous cells, in 
thirteen, as basal cells in three, as adenocolumnar 
mucus-secreting cells in three, as adenocolumnar 
non-mucus secreting cells in three; and as undiffer- 
entiated cells in six. It was not unusual to find rep- 
resentatives of many of the cell types in the same 
case. Regardless of the predominant cell type, 
round or spindle cells could be found in all cases of 
the tumors studied by the authors. Metastases 
were widespread, and the regional lymph nodes 
were involved in every case. Massive distal meta- 
stases were often observed in cases in which the 
primary tumor was relatively small and compara- 
tively symptomless. 

The clinical diagnosis of primary bronchogenic 
carcinoma was made in ten of the cases coming to 
autopsy, suspected in five, and not made in twenty- 
two. In five cases there was advanced secondary 
pulmonary or pleural disease which obscured the 
clinical features of the tumor. In one case, which 
was complicated by empyema, thoracotomy was 
performed. In eight cases metastases were respon- 
sible for misleading focal clinical symptoms or signs. 
In three cases, dissociated diseases engaged the ex- 
clusive attention of the clinician. One patient was 
moribund on admission to the hospital, and one 
died of lobar pneumonia within twenty-four hours 
after admission. 

The duration of the symptoms varied widely. 
The average duration was ten months. Cough was 
the most constant early symptom. At first it was 
non-productive, but later it was accompanied by the 
expulsion of mucoid, mucopurulent, or purulent 
sputum. The amount of sputum was less than that 
produced by the common pulmonary diseases. 
Blood streaking of the sputum at intervals was 
common. Frank hemoptysis was uncommon except 
as a terminal event. Dyspnea was common. The 
authors believe that dyspnea and wheezing in a 
patient of the cancer age who has been previously 
well and gives no history of the aspiration of a 
foreign body or of cardiovascular disease should be 
regarded with grave suspicion. In the reviewed 
cases substernal aching or a boring pain was frequent 
and occurred early. In some of the cases of peri- 
pheral tumor, pain was present over the region of 
the neoplasm. Epigastric pain, dysphagia, nausea, 
and vomiting were sufficiently common to suggest 
that bronchogenic carcinoma should always be con- 
sidered in the differential diagnosis of what appears 
to be an obscure intra-abdominal lesion. 


In the reviewed cases physical examination 
yielded no characteristic findings and signs were 
few in the early stages of the disease. However, loss 
of weight occurred early. Widening of the area of 
sternal dullness is to be regarded with suspicion. 
As the disease advances, many signs due to secon- 
dary pulmonary and pleural abnormality, such as 
bronchostenosis, bronchitis, bronchiectasis, abscess, 
and pleural exudates, are noted. 

Roentgenographic study may be of aid in the 
differential diagnosis, but in the presence of secon- 
dary pulmonary or pleural changes the nature of 
the condition may not be suspected. For this and 
other reasons, bronchoscopy with removal of tissue 
for microscopic examination is a most valuable pro- 
cedure. ARTHUR S. W. Tourorr, M.D. 


HEART AND PERICARDIUM 


Beck, C. S.: The Heart as a Surgical Organ, with 
Special Reference to the Development of a New 
Blood Supply by Operation. Ohio State M. J., 
1930, 32: I13. 

The author and his associates have operated upon 
the hearts of more than 1,200 laboratory animals and 
on the basis of their experiments have made several 
contributions to cardiopericardial surgery. Their 
first attempts to provide a new blood supply for the 
myocardium were made in 1932. These experiments 
consisted in destruction of the mesothelial envelope 
of the heart and the formation of a vascular bed 
from which the myocardium could be supplied with 
blood. The epicardium was removed, the lining of 
parietal pericardium was roughened, and pedicle 
grafts of skeletal muscle were sutured to the heart. 
In addition, omentum was brought up from the ab- 
domen. The coronary arteries were then occluded in 
successive operations. Infarction of the myocardium 
did not follow occlusion of these arteries in a “‘pre- 
pared heart.” Vascular communications between 
the coronary arteries and the arteries of the chest 
wall were demonstrated by injection methods. 

Experiments demonstrated that the 2 major coro- 
nary arteries could be occluded about one-third of 
their cross-sectional area with recovery if the occlud- 
ing: bands were placed high on the arteries near their 
origin from the aorta. Ligation of 4 or 5 peripheral 
branches of the coronary artery over the apex of the 
heart was fatal. It is therefore evident that localized 
ischemia is very dangerous to life whereas a fairly 
marked reduction of the total coronary blood ‘low 
can be tolerated by the heart. 

It has been demonstrated by the author that ani- 
mals with skeletal muscle grafts to the myocardium 
have no embarrassment of circulation. Experiments 
are now being carried out to determine whether these 
grafts embarrass the movements of the heart. 

To date, the author has operated with beneficial 
results on 4 patients suffering from coronary occlu- 
sion. The procedure carried out is as follows: _ 

A transverse incision is made over the precordium 
and the pectoral muscles are separated from the 
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chest wall by blunt dissection. The inferior portion 
of the pectoral muscle is transected about 4 in. from 
the sternum. The muscle is then incised parallel 
with its fibers along the lower margin of the third 
rib, the sternal attachment of the muscle being left 
intact. The fourth, fifth, and sixth left costal carti- 
lages are then removed. On the right side a similar 
procedure is carried out, but only the fifth and sixth 
costal cartilages are removed. 

The mediastinal cavity is opened on the left, and 
the pericardium incised lateral to the internal mam- 
mary artery. The lining of the parietal pericardium 
is then roughened with a special instrument and the 
epicardium removed from the heart. The pedicled 
graft on the left is divided in two portions. One por- 
tion is swung around the base of the heart along the 
circumflex branch of the left coronary artery and 
the other portion passed posteriorly beneath the 
apex of the ventricle. The internal mammary artery 
on the left then lies on the surface of the heart be- 
neath the grafts. The parietal pericardium is sutured 
to the grafts close to the sternum. 

The graft of the right pectoral muscle is also di- 
vided into two parts. The right side of the peri- 
cardium is opened and one portion of the graft is 
placed on the anterior surface of the heart beneath 
the pericardium. The other portion of the graft is 
carried to the posterior surface of the right ventricle. 
The parietal pericardium is also sutured to the 

rafts. 

P The wound is closed with a double layer of silk 
sutures. Any fluid that accumulates in the wound 
after the operation must be removed to prevent 
cardiac compression. Eart O. Latimer, M.D. 


Goinard, P.: Pneumococcic Pericarditis (Les péri- 
cardites 4 pneumocoques). Rev. de chir., 1936, 
55: 36. 

Goinard advocates pericardiotomy with drainage 
in the treatment of pneumococcic pericarditis. He 
says that of every thirty-seven individuals who die, 
one has purulent pericarditis. Pericarditis due to 
the pneumococcus is more frequent than all other 
types together. 

Puncture of the pericardium should not. be done. 
For diagnosis it has been replaced by roentgen 
examination, and for treatment it should be replaced 
by pericardiotomy. It is unreliable and dangerous 
if performed through the thorax (there is no effusion 
in front of the heart), and if it is done through the 
epigastrium the thin right ventricle may be injured. 

A primary purulent pneumococcic pericarditis 
treated by pericardiotomy should be cured, but the 
operation must be performed at the right time. If 
any other thoracic focus is associated with a puru- 
lent pericarditis the treatment for the other condi- 
tion should be supplemented by pericardiotomy. If 
the patient recovers, the results are perfect. There 
are no sequele. 

The operation should be done, not in the beginning 
stage, when the effusion is serous, but after the end 
of the developmental cycle of the pneumococcus, 
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when the effusion is purulent. The evacuation of 
serofibrinous effusions leaves adhesions, whereas the 
evacuation of purulent effusions does not. An un- 
compensated compression of the heart may neces- 
sitate a premature operation, but clinical observa- 
tions and experimental work have shown that the 
capacity of the heart for compensation is remarkable. 

Epigastric pericardiotomy is the operation of 
choice and is almost always sufficient. In certain 
cases of encapsulated pericarditis, especially around 
the auricles, a second thoracic pericardiotomy may 
be necessary. If there are signs of retention after 
the first operation, the diagnosis of encysted peri- 
carditis may be made by means of a series of roent- 
gen examinations with lipiodol. 

There are two epigastric routes. The first is the 
lateral route of Larrey. The incision is made along 
the lower border of the seventh costal cartilage and 
terminated in front of the posterior sheath of the 
rectus. As this sheath is continuous with the 
diaphragm it may almost be said that the operation 
is entirely supradiaphragmatic. In Jaboulay’s 
median operation the incision is made along the 
linea alba. It is begun at the middle of the xiphoid 
process and extended downward 5 or 6 cm. In this 
operation it is necessary to pass through the dia- 
phragm. The peritoneum is easily detachable and 
is dissected off. The two operations are shown by 
illustrations. Larrey’s operation gives a better view 
whereas Jaboulay’s operation is simpler and less 
traumatic. The former should be used for children, 
in whom the thorax is supple and the epigastrium 
small, and the latter for adults, in whom the thorax 
is rigid and the thoracic angle large. If the presence 
of adhesions is suspected the lateral method should 
be employed. If decompressive drainage is desired 
in a patient in very poor condition the median 
method is preferable. 

The pericardium is as sensitive as other serous 
membranes and should be anesthetized before the 
incision is made. It should be explored very gently 
with the finger. After the operation there is con- 
stant danger that the cavity may close too soon. 
Therefore it should be carefully watched and drain- 
age should be kept up for a sufliciently long time. 
The pericardial cavity may be irrigated if necessary, 
but only with weak antiseptic solutions or, prefer- 
ably, with a warm physiological salt solution under 
very low pressure and with care to assure free flowing 
off of the fluid so that it does not cause pressure. 

AupREY Goss Morcan, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Blasingame, F. J. L.: Congenitally Shortened 
Esophagus (Thoracic Stomach). Ann. Surg., 
1936, 103: 337. 

Blasingame presents two cases of congenitally 
shortened esophagus which were discovered at 
autopsy on seventy-five cadavers. Both of the sub- 
jects were short, stocky, and obese Mexican women. 
One of them died of bronchopneumonia at the age 
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of sixty years, and the other of cardiorenal disease 
at the age of seventy. Both showed some scoliosis. 
In one, the esophagus ended caudally at the level of 
the sixth thoracic vertebra, and in the other, at the 
level of the fifth thoracic vertebra. In both, a large 
part of the stomach was fixed above the usual level 
of the diaphragm. The diaphragm was essentially 
normal except for the sac-like dilatation stretched 
over the high stomach. The upper portion of each 
stomach was largely in an unrotated, vertical posi- 
tion. This was evidenced not only by the position 
of the organ but also by the connections of the peri- 
toneum, the course and distribution of the vagus 
nerves, and the arrangement of the gastric blood 
vessels. The greater and lesser peritoneal sacs were 
continued upward into the diaphragmatic recesses 
about the stomach. 

Such anomalies have been ascribed to various 
causes. To explain a case similar to the author’s 
case, Bailey assumed that the anlage of the stomach 
lay abnormally far anterior on the alimentary canal. 
Certain so-called hernia have been attributed to 
persistence of a part of either of the pleuroperitoneal 
canals. Browman believes that the infracardiac 
bursa may form at least a part of a “para-esophageal 
recess,” and suggests that the muscle around the 
esophageal foramen is either imperfectly developed 
or has retrogressed so that abdominal pressure 
forces up a pouch. According to Blasingame and 
others, the most probable primary cause is improper 
development of the esophagus. 

ELIzABETH M. CRANSTON. 


Gavazzeni, A.: Diverticula of the Esophagus (I 
diverticoli dell’esofago). Arch. ital. d. mal. dell’appar. 
dig., 1936, 5: 52. 

Gavazzeni reports eight cases of esophageal 
diverticula which were detected by roentgen exam- 
ination. He subdivides diverticula of the esophagus 
into pulsion and traction diverticula. Pulsion diver- 
ticula are usually located on the posterior aspect of 
the hypopharynx and are characterized anatomico- 
pathologically by a layer of fibrous connective tissue 
lined by a mucous membrane which is directly con- 
tinuous with the mucosa of the esophagus. This 
tissue tends to increase in thickness, may undergo 
granulomatous changes, and may ulcerate. A true 
muscular coat has been reported absent. 

Traction diverticula are more frequent than 
pulsion diverticula and usually involve the anterior 
aspect of the esophageal tube. They are located as 
a rule at the level of the bifurcation of the trachea, 
and are made up of all three esophageal tunics. The 
apex is almost always occupied by fibrous tissue 
which is derived from sclerosed bronchial lymph 
glands. 

After reviewing various theories concerning the 
pathogenesis of esophageal diverticula, the author 
briefly presents the symptoms of these formations. 
He states that the diagnosis is usually difficult from 
the clinical findings alone, but may be made easily 
by roentgen examination with the use of barium. 


By the latter procedure the form, location, and 
shape of the lesion may be promptly detected and 
other pathological conditions of the esophagus 
ruled out. 

A true diverticulum may be differentiated from an 
organic stenosis and from carcinoma of the esopha- 
gus on the basis of the following observations: 

1. The regularity of the diverticular walls, the 
outlines of which are sharply defined. The inferior 
pole is rounded out and has a regular outline. 

2. The demonstration of a superior wall. 

3. By its filling from above and its distensibility, 

4. The demonstration of a portion of esophagus 
which appears clearly detached from the diver- 
ticular pocket. 

5. The observation that emptying occurs always 
through the superior pole and never through the 
inferior pole. 

6. The gradual emptying of the diverticular 
pocket into the esophagus and its rise during the 
movements of deglutition. 

Diverticula of the esophagus can be differentiated 
from peptic ulcers of the esophagus only with great 
difficulty. 

The treatment usually consists of elimination from 
the diet of foods which may undergo fermentation 
in the diverticular pocket. In some cases the diver- 
ticulum may be washed out after meals with a 
pump. In cases of esophageal stenosis it may be 
necessary to employ a catheter or to perform a 
gastrostomy. 

Surgery is the treatment of choice. Small diver- 
ticula may be invaginated. Large ones should be 
removed in a one-stage or two-stage operation. 
Endothoracic diverticula present a very difficult 
surgical problem. Ricuarp E. Soma. 


Butt, H. R., and Vinson, P. P.: Esophagitis. I. 
Anatomy and Physiology, and a Review of the 
Literature. Arch. Otolaryngol., 1936, 23: 391. 


In this article are recorded the findings of the 
search of the literature which the authors made pre- 
liminary to their own studies of the pathological and 
clinical aspects of esophagitis. 

The anatomical position of the esophageal glands 
makes these glands vulnerable to infection from 
within, and the lymphatic connections of the esopha- 
gus with the abdominal viscera render the esophagus 
vulnerable to infections arising in distant organs of 
the body. Since the submucous veins of the esopha- 
gus often assume sinus-like dimensions, hemorrhage 
is probably frequent following slight trauma. 

From the literature reviewed it appears that so- 
called ‘“‘peptic ulcer of the esophagus” is only a form 
of persistent acute or subacute ulcerative esophagi- 
tis. 

It seems that in a high percentage of individuals 
regurgitation of gastric content into the esophagus is 
a normal process. Normally, the esophageal mucosa 
is well protected by its own mucous secretion, but 
when this coating is inadequate or eroded the regur- 
gitated gastric juices play an important part in the 
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roduction of esophagitis. According to the etiologi- 
cal theories discussed in this article, vomiting is the 
most important factor in the development of esopha- 
gitis. From the literature reviewed it may be con- 
cluded that the parasympathetic and sympathetic 
mechanisms control the integrity of the gastro- 
intestinal mucosa. 


Butt, H. R., and Vinson, P. P.: Esophagitis. 
II. A Pathological and Clinical Study. Arch. 
Otolaryngol., 1936, 23: 550. 

‘The anatomical structure of the esophagus makes 
it vulnerable to the organisms of the oral cavity, 
regurgitated gastric contents, and infection through 
the lymphatics from the abdominal viscera. 

It has been proved experimentally that the mucus 
which normally covers the lining of the tube is its 
most important protective barrier. When the 
esophagus is normal, lesions heal quickly, but when 
it lacks the protective mucus layer they may go on 
to the formation of ulcers under the influence of 
slight irritation. On microscopic examination the 
mucous glands are often found blocked and dilated 
or to have been destroyed by infection, hemorrhage, 
or thrombosis. As the result of such changes the 
supply of mucus is decreased. Lesions which are 
poorly protected because of a decrease in the secre- 
tion of mucus are constantly irritated by normally 
regurgitated gastric contents. Thus the inflamma- 
tory process is initiated. 

In the cases reviewed by the authors, tubing and 
vomiting were the only factors the incidence of 
which paralleled the incidence of esophagitis. How- 
ever, infection, stimulation of the central nervous 
system, and a poor blood supply may also initiate 
the condition. 

Postmortem gastric analyses show that during the 
last few hours before death the irritative properties 
of the gastric contents are not sufficient to produce 
the esophagitis seen at the postmortem table. It is 
apparent, therefore, that esophagitis is not entirely 
an agonal condition. 

Vomiting, however, is the important factor in the 
development of esophagitis. It appears reasonable 
to suppose that recurrent attacks of esophagitis oc- 
cur more frequently at sites where healing with the 
production of fibrous tissue has occurred. Since 
normal individuals are constantly regurgitating 
gastric contents into the esophagus, it appears that, 
during life, there may occur many unrecognized at- 
tacks of esophagitis. In the healing process fibrous 
connective tissue forms. If this occurs frequently 
enough, a benign stricture may result. 

In 3,032 autopsies, the incidence of esophagitis 
was found to be 7.02 per cent. In 75.2 per cent of the 
cases the lesions were in the lower third of the 
esophagus. Seventy-six and a half per cent of the 
213 cases of esophagitis were of the acute ulcerative 
type. Definite symptoms occurred in 10.3 per cent 
of the cases. The most common symptom was 
found to be substernal burning, which occurred in 
53.2 per cent. 
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Roessler, W.: Peptic Ulcer of the Esophagus (Ueber 
das Ulcus pepticum oesophagi). Deutsche Ztschr. f. 
Chir., 1935, 245: 333- 

The reported incidence of peptic ulcer of the 
esophagus as compared with ulcer of the stomach 
and duodenum ranges from 3.5 to 8 per cent. 
Seventy-two cases from the world’s literature, five 
of which were reported by the author, are summa- 
rized in a table and discussed critically. Seventy- 
nine additional cases collected are not considered 
because the findings were vague or were not recorded 
in sufficient detail or with sufficient accuracy, or 
because the original reports were not available. 

Of the seventy-two tabulated cases, the condition 
was diagnosed during life in twenty-two and was not 
recognized in fifty. Thirty-nine of the patients died 
of the ulcer, seventeen were treated successfully, 
thirteen died of conditions not associated with the 
ulcer, and three could not be followed up. Of eleven 
whose ulcers were diagnosed during life and who 
were treated conservatively, five were clinically 
cured, three died, and three could not be followed 
up. In eleven cases which were treated surgically 
the procedures and results were as follows: Of two 
patients treated by plication of the ulcer, one recov- 
ered and one died. Of five patients treated by 
gastrojejunostomy, all were cured.- Of three 
patients treated by esophagogastrostomy, all were 
cured. One patient treated by resection of the 
cardia was cured. 

Because of the rarity of this condition the five 
cases from Sauerbruch’s Clinic are briefly described. 

Case 1. The patient was a saleswoman thirty- 
seven years old. The diagnosis was made roent- 
genologically, and a jejunal fistula was made. Three 
years later the niche was only suggested roentgeno- 
logically and the patient’s condition was con- 
siderably improved. 

Case 2. The patient was a tailor’s cutter thirty- 
five years old. The diagnosis was made by roentgen 
examination. Death resulted from marked inanition 
two days after a jejunal fistula was established. 

Case 3. The patient was a coppersmith tweaty- 
four years old. The diagnosis was made roent- 
genologically. Surgical intervention consisted of 
jejunostomy followed fourteen days later by esopha- 
gogastrostomy. A subsequently developing pleural 
empyema was treated by endopleural thoracoplasty. 
The patient died of a brain abscess eight months 
after the esophagogastrostomy. 

Case 4. The patient was a glass cutter twenty- 
four years of age. The diagnosis was established 
roentgenologically. After an unsuccessful attempt 
at dilatation made elsewhere, esophagogastrostomy 
resulted in healing. 

Case 5. The patient was a female cook fifty-four 
years old. The diagnosis was made roentgenolog- 
ically. Surgical intervention consisted of the forma- 
tion of a jejunal fistula followed six weeks later by 
esophagogastrostomy. As the anastomosis became 
completely closed and prolapsed into the abdomen, 
the esophagus was resected and an anastomosis 
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similar to that done for intussusception was per- 
formed nine months later. However, as the ability 
to swallow did not return and the esophagoscope 
revealed a black necrotic tissue flap 42 cm. from the 
teeth, the part of the esophagus invaginated into 
the stomach was resected about a month later and 
the esophagus again anastomosed to the stomach. 
The patient died a year and one-half later of ileus 
secondary to intestinal strangulation. 

The author then discusses the statistics from the 
pathological, anatomical, etiological, and clinical 
viewpoints. 

Of the seventy-two cases reviewed, fifty-two were 
those of males. A constitutional tendency toward 
the disease could not be established. Usually the 
ulcers were found from 1 to 2 cm., and less often 3 
or more centimeters above the cardiac opening. The 
anterior wall was most often involved. As a rule 
the ulcers were solitary and resembled gastric ulcers. 
Hemorrhage and penetration were complications. 

The theory advanced by Quincke in 1879 that the 
pathogenesis of peptic esophageal ulcer is similar to 
that of peptic gastric ulcer is still believed to be 
correct and is strongly supported by the twenty-six 
cases of esophageal ulcers which have studied 
histologically to date. In fact, in eight of these 
cases gastric mucus glands were found in the 
ulcerated area. Peptic ulcer of the esophagus is not 
a clinical entity from either the anatomical or the 
etiological standpoint. It is merely an atypical 
localization of the “ulcer disease.” 

The following factors are to be considered causes: 
(1) primary spasms of the esophagus due to disturb- 
ances of the sympathetic nervous system; (2) second- 
ary spasms following injuries, inflammation, or 
similar factors; (3) erosion of the esophagus from 
stasis of the digestive juices due to a circular or 
local stenosis; (4) nutritional disturbances of the 
esophageal wall from blood-vessel spasms; and (5) 
inadequate stimulation of the mucus membrane of 
the esophagus. 

When conservative therapy fails, surgery is 
indicated. In the presence of marked persistent 
spasms and scar-tissue stenoses, esophagogastros- 
tomy should be considered, and occasionally resec- 
tion of the cardia. Jejunostomy is of value as a 
palliative measure. 

(WERNER Biock). SAMUEL J. FocEetson, M.D. 


Arons, I.: Mediastinal Tumors and Malignant 
Lymphoma. Radiology, 1936, 26: 605. 

After presenting the standard classification of 
primary tumors of the mediastinum the author dis- 
cusses in detail the pathology, age and sex incidence, 
symptoms, diagnosis, therapy, and prognosis of 
lymphosarcoma, Hodgkin’s disease, and chronic 
lymphatic leukemia. He then reports four cases of 
lymphosarcoma involving the mediastinum, two of 
Hodgkin’s disease, and four of chronic lymphatic 
leukemia. 

Various methods of roentgen therapy, including 
teleroentgenotherapy, are discussed. Three of the 
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author’s four cases of lymphosarcoma were treated 
by radium irradiation in doses ranging from 6,000 to 
12,000 mgm.-hr. applied to the area of greatest in 
volvement and followed by local roentgen treatment 
of the involved lymph nodes. The factors in the 
roentgen irradiation were: 180 kv., 4 ma., a distance 
of 50 cm., and filtration by 0.5 mm. of copper and 
1 mm. of aluminum. One case of Hodgkin’s disease 
was treated with a single application of 6,000 mgm.- 
hrs. of radium irradiation, local roentgen irradiation, 
and teleroentgenotherapy. Some of the cases of 
chronic lymphatic leukemia were treated similarly. 
In irradiation of the entire body the dosage was so r 
per field at a distance of 120 cm., with 180 kv., 4 ma. 
and filtration by o.5 mm. of copper plus 1 mm. of 
aluminum. The author believes that as a rule the 
most satisfactory results can be obtained only by a 
combination of radium irradiation, local deep roent- 
gen therapy, and irradiation of the entire body. 
Haroip C. OcuHsner, M.1). 


MISCELLANEOUS 


Nobécourt, P., Kaplan, M., and Ducas, P.: Two 
Cases of Malignant Lymphogranulomatosis 
of the Thoracic Type (Deux cas de lympho- 
granulomatose maligne 4 forme thoracique). Arch. 
méd.-chir. de appar. res pir., 1935, 10: 261, 308. 


In separate articles the authors report two cases 
of malignant lymphogranulomatosis (Hodgkin's 
disease) with a chiefly thoracic localization. The 
first was that of a girl approximately four and a 
half years old who had developed a thoracic de- 
formity two or three months before she was seen by 
the authors. Her antecedent history was negative. 
The essential findings were a depression just beneath 
the xiphoid process, which was probably congenital, 
a marked anterior curvature in the costochondral 
region of the upper three ribs, and a tendency to- 
ward drooping of the right shoulder. 

Percussion disclosed absolute dullness on the right 
side anteriorly, extending down to the liver and 
over to the cardiac margin. Resonance was noted 
in the upper axilla and in the base posteriorly. The 
scapular region was dull above and below the 
spinous process. The left side appeared normal. In 
the areas of dullness breath sounds were absent. In 
the supraclavicular fossa on the right side there was 
a small movable lymph gland which was firm but 
not tender, and along the cervical chain similar 
smaller nodes could be felt. There were no palpable 
glands in the axilla, but several small nodes were 
present in the inguinal and crural regions. 

A diagnosis of intrathoracic tumor was made and 
was confirmed by roentgen examination. There was 
a diffuse homogeneous shadow filling the major part 
of the right thorax. This shadow was sharply limited, 
and its density not very great. The lung parenchyma 
at the periphery seemed clear. The mediastinum 
was only slightly displaced. The left side of the 
thorax was clear. The findings of blood studies were 
normal. The temperature curve was subfebrile and 
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showed no particular characteristics. The skin re- 
action to several tuberculin tests was negative. 

On several occasions a small amount of yellow 
fluid was withdrawn from the right pleural cavity. 
However, the local signs increased rapidly and the 
mediastinum became pushed toward the left. X-ray 
therapy was given. Roentgen examination on the 
tenth day showed retrogression of the shadow. This 
progressed rapidly. At the end of two and a half 
months the deformity of the ribs had almost com- 
pletely disappeared and the tumor shadow appeared 
as a juxtamediastinal band. During the interval, 
however, enlarged lymph nodes appeared in the 
supraclavicular and axillary regions. Two biopsies 
were performed on these and a diagnosis of malig- 
nant lymphogranuloma was confirmed. 

Eventually the tumors became resistant to X-ray 
and radium therapy. A grave anemia developed. 
This was followed by symptoms of mediastinal 
compression, and death occurred about one year 
after the onset of the condition. There was terminal 
involvement of the abdominal glands. 

The authors recognize two phases of this condi- 
tion. In the first phase the symptoms are referred 
primarily to the chest. In the seccnd, which gen- 
erally follows in about three months, a more or less 
generalized adenopathy appears. The authors dis- 
cuss these phases in great detail with f-equent ref- 
erence to previous clinical reports. 

The authors’ second case was that of a fourteen- 
year-old girl whose symptoms began six weeks before 
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her admission to the hospital, with difficulty in 
swallowing and recurrent aphasia. In the right 
supraclavicular region several large glands which 
were slightly tender and were matted together were 
found. There was a moderate exophthalmos, and a 
fine tremor was noted. Soon after the patient’s 
admission to the hospital swelling of the right 
shoulder developed with reddening, considerable 
pain, and limitation of motion of the joint. These 
symptoms were greatly alleviated by salicylates. 
Later the entire right side of the neck became in- 
volved by the tumefaction and a mass with all of 
the signs of a malignant tumor was found in the 
right breast. Roentgen examination of the chest 
revealed an enormous mass involving the upper 
mediastinum. There was paresis of both vocal cords. 

For a few days the condition remained unchanged. 
At the end of that time the patient began to com- 
plain of severe pain in the arms and hands and 
rapidly lost weight. She died suddenly with only 
slight evidence of mediastinal compression. Post- 
mortem examination revealed a malignant lympho- 
granuloma with generalized lymph-node involve- 
ment. The mediastinum was invaded and the tumor 
was adherent to the pericardium and the surround- 
ing larger vessels. Similar tumor tissue was found 
in the right breast. 

The unusual aspects of this case are discussed in 
detail with especial attention to the exophthalmos 
and the lesions of the breast. 

NATHAN A. Womack, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Henry, A. K.: Operation for Femoral Hernia by a 
Midline Extraperitoneal Approach. Lancet, 
1936, 230: 531. 

Because of the frequency of bilateral lesions of 
the urinary tract in the Egyptian Hospital whence 
this report emanates, it is the practice in that hos- 
pital to approach the pelvic ureter through an 
extraperitoneal midline incision. It has been found 
that such an incision gives admirable exposure of 
the whole region of the femoral ring. Exposure of 
Gimbernat’s ligament, the posterior edge of Pou- 
part’s ligament, the fascia of the pectineus muscle, 
and the external iliac vein is obtained. The author 
concluded that it would be a simple matter to close 
the femoral ring through such an exposure by turn- 
ing forward a flap of fascia covering the pectineus 
muscle and sewing it to the posterior edge of 
Poupart’s ligament. An opportunity to apply this 
theory was presented in the case of a fourteen-year- 
old girl with tuberculosis and a bilateral reducible 
femoral hernia. The operation was as follows: 

Through a midline incision the recti were sepa- 
rated at and below the umbilicus and the peritoneum 
stripped from the sides of the bladder and from the 
pelvic wall. This procedure exposed both hernial 
sacs, which stood out from the peritoneum like the 
horns of a snail and passed into the femoral rings. 
After a little blunt dissection the two sacs were de- 
livered from the canals and brought within the ab- 
dominal wall. They were then excised and their 
origins closed. The right femoral ring admitted 
two fingers. The left was slightly smaller. The 
rings were closed with fascial flaps made by making 
two incisions through the fascia covering the steep 
slope of the pectineus muscle. The first incision was 
made just in front of, and parallel with, Cooper’s 
ligament and extended out 1% in. from the free edge 
of Gimbernat’s ligament. The second was made 
down and forward at a right angle to the outer end 
of the first. By this means there was formed a 
triangular flap of strong fascia, pedicled in front, 
which could be turned forward and united by sutures 
to the posterior edge of Poupart’s ligament. Very 
effective closure of the femoral ring was thereby 
obtained. The operation took thirty-two minutes. 

The author has used the same approach also for 
the cure of inguinal hernia. Harry W. Fink, M.D. 


Okunj, N.: Embolism of the Superior Mesenteric 
Artery (Die Embolie der Art. mesenterica sup.). 
Arch. f. klin. Chir., 1935, 184: 283. 


The superior mesenteric artery is practically an 
end-artery because its anastomoses with the pan- 


creaticoduodenal artery are of no importance. The 
inferior mesenteric artery, on the other hand, has 
many anastomoses with the hemorrhoidal arteries 
In complete occlusion of the superior mesenteric 
artery, the entire small intestine, the appendix, the 
ascending colon, and part of the transverse colon are 
affected. The result depends upon the rapidity and 
completeness of the occlusion. It is interesting that 
Nazari reported 5 cases in which there were no 
bowel disturbances in spite of complete occlusion. 
Mesenteric obstruction is uncommon; it was found 
in only 8 (0.34 per cent) of 2,332 autopsies. In 1913 
Reich was able to collect only 251 cases of mesenteric 
vascular obstruction. To these he added 9 cases of 
his own and 2 treated by Sebold. 

The bowel changes are usually hemorrhagic and 
rarely anemic infarcts. In the former, the intestine 
is edematous, swollen, and discolored from red to 
black. The changes are sometimes sharply demar- 
cated, but usually diffuse. The peritoneum may be 
entirely uninvolved. However, there is usually a 
serohemorrhagic exudate, or there may be suppu- 
rative inflammation. Bowel perforations are uncom- 
mon. The cause of the condition is usually chronic 
heart failure with the formation of thrombi. 

Clinically, the condition varies greatly in its 
onset, being manifested first by acute intestinal 
obstruction or hemorrhagic diarrhea. There are also 
mixed forms. In 84 per cent of the cases there are 
severe, cramp-like pains which are not relieved by 
narcotics. The next most frequent symptom is 
vomiting. The onset is usually very acute, although 
in some cases it may be more chronic. As a rule, 
only a probable diagnosis is possible. Spontaneous 
recovery is said to occur, but the prognosis is usually 
unfavorable. 

Exploratory laparotomy is indicated. Resection 
is the treatment of choice, but is to be considered 
only in cases with sharply localized gangrene. In 
other cases, exteriorization should be done. As a 
matter of fact, only 2 cases have been cured by 
operation (Bruns and Sjévall). All of the author’s 
cases were fatal. Four were treated surgically. The 
author reports his cases in detail. 

(FRANz). Leo M. Zimmerman, M.D. 


GASTRO-INTESTINAL TRACT 


Davies, D. T.: Some Observations on Peptic Ulcer. 
Lancet, 1936, 230: 521, 585. 
In a study of 377 patients with chronic gastric 
ulcers the author attempted to show: 
1. That gastric ulcers form and heal quickly. 
2. That acid gastric juice is essential for ulcer 
formation. 
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3. That there is a type of individual in whom the 
symptoms of gastric ulcer frequently follow an 
emotional disturbance. 

4. That relaxation brings not only relief to the 
mind but also to the gastric function. 

That gastric ulcers can form quickly is proved by 
the fact that 76 (23 per cent) of the patients studied 
by the author had had ulcer symptoms for less than 
three months. The size of the ulcer crater was not 
proportionate to the duration of the dyspepsia. In 1 
case roentgen examination after the fourth and fifth 
weeks of dyspepsia was negative, but in the eighth 
week a large ulcer crater was easily demonstrated. 
In the case of a man sixty-eight years of age a 
similarly large crater on the lesser curvature of the 
stomach was found after dyspepsia of only three 
weeks’ duration. 

The duration of the symptoms is therefore not 
necessarily an index of the chronicity of the ulcer. It 
is not correct to conclude that a patient who has 
suflered from dyspepsia for ten years has had an 
ulcer for that length of time. It is possible that the 
ulcer appears and disappears, heals and breaks down 
again, instead of persisting as a chronic indolent 
lesion for years. 

Also in the cases studied by the author the healing 
of an ulcer crater was found frequently to occur with 
extreme rapidity. Considerable improvement was 
sometimes noted in from ten to fourteen days, and in 
some cases all traces of abnormality disappeared 
within twenty-eight days. Of 95 cases of ulcer of the 
lesser curvature, the roentgen findings became nega- 
tive within three months in 82. In 509, the lesion 
healed within two months despite the fact that only 
18 of the patients were hospitalized. However, 
negative roentgen findings do not prove absolute 
healing. Such healing can be determined only by 
inspection of the stomach at operation. 

Of the total number of more than roo ulcers of the 
lesser curvature, only 6 did not show roentgen 
evidence of healing. The fact that healing occurred 
while the majority of the patients were not only 
ambulatory but continuing to work gives further 
support to the opinion that gastric ulcers heal 
readily. 

In 188 of the reviewed cases it was possible to 
study the gastric acid values. In 113 (60 per cent) 
there was hyperacidity, and in 74 (39 per cent) the 
acid values were normal. In 1 typical case of ulcer 
of the lesser curvature there was achlorhydria. In 
2 cases in which gastric lesions were suspected on the 
basis of the roentgen findings there was no free acid. 

In 52 cases the gastric secretion was repeatedly 
examined over a period of from three to four years. 
Some of the analyses showed a definite diminution 
both in acid and in quantity. Examinations made 
during the first six months of treatment showed 
hyperacidity in 42 cases and normal acidity in ro. 
During the following four years persistent hyper- 
acidity was found in 13. In 39, the acid values were 
normal at some time or other. The change occurred 
at varying periods, but in several of the cases no 
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change in the gastric secretion was noted until after 
two years. 

With recurrence of the symptoms and re-appear- 
ance of the crater in the roentgenograms, hyper- 
acidity could again be demonstrated as a rule, a fact 
emphasizing its importance in the genesis of ulcer. 

During the past four or five years there were 45 
recurrences. Twenty of these were preceded by an 
emotional disturbance. The incidence of such a 
history is considered by the author sufficiently high 
to prove that emotional disturbances are capable of 
re-activating ulcers. 

From the data presented Davies concludes that 
gastric ulcers may occur quickly and heal rapidly; 
that, as a general rule, a high percentage of patients 
with gastric ulcer have increased gastric acid values; 
that in a large number of cases the gastric acidity 
returns to normal as the ulcer heals but again be- 
comes elevated when recurrence develops; that 
emotional disturbances may be considered etiological 
factors in the development of gastric ulcer; and that, 
as a rule, hospitalization is not essential for success- 
ful treatment of the lesion. 

SAMUEL J. Focretson, M.D. 


Moon, V. H., and Morgan, D. R.: Shock. The 
Mechanism of Death Following Intestinal 
Obstruction. Arch. Surg., 1936, 32: 776. 


There is much evidence that in intestinal obstruc- 
tion death is due to circulatory failure of the shock 
type and the physiological disturbances are those 
usually seen in the shock syndrome. 

The gross and microscopic visceral changes are 
identical with those accompanying shock produced 
by various means. Injury to the capillaries is 
evidenced by capillary hemorrhages, the formation 
of edema fluid with a high protein content, and the 
rapidity with which colloidal dyes escape from the 
blood into the tissues. 

The probable cause of the shock syndrome follow- 
ing intestinal obstruction is intoxication by _ his- 
tamin, other products of injured tissue, and bacteria 
and their products absorbed from the obstructed 
bowel. Grorce A, CoLtett, M.D. 


Fine, J., Banks, B. M., Sears, J. B., and Hermanson, 
L.: The Treatment of Gaseous Distention of 
the Intestine by the Inhalation of 95 Per Cent 
Oxygen. Ann. Surg., 1936, 103: 375. 


Recent studies on animals demonstrated that 
nitrogen and hydrogen are the major constituents of 
the gases causing distention, and that the inhalation 
of pure oxygen effects a substantial reduction in the 
gas volume of the obstructed small intestine inflated 
with these gases. The inhalation of pure oxygen 
accomplishes this result by preventing the entrance 
of atmospheric nitrogen into the lungs. As the result 
of this action the nitrogen in the blood and tissues is 
rapidly exhaled at the rate of 60 per cent per hour. 
The consequent fall in the partial pressure of this 
gas in the blood not only prevents its diffusion from 
the blood into the intestine but accelerates its diffu- 
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sion from the intestine into the blood. Experiments 
showed that after the inhalation of pure oxygen for 
twenty-four hours the volume of nitrogen originally 
injected into the small intestine obstructed at the 
pylorus and the ileocecal valve was reduced ap- 
proximately 62 per cent in comparison with an 
absorption of about ro per cent when air is breathed. 
It was found that the decompressing action of 
oxygen is ineffective for the distended stomach, its 
usefulness being primarily restricted to the small 
intestine. 

The oxygen tents in current use do not provide a 
concentration higher than 70 per cent. The authors 
describe their modified Barach tent which will yieid 
an oxygen concentration of 95 per cent for the treat- 
ment of obstinate distention. To date, they have 
used this tent in the treatment of five patients. That 
this mechanism operates effectively in man was 
apparent from the considerable decrease in the girth 
of the abdomen observed after inhalation of the 95 
per cent oxygen for periods of from eight to twenty- 
four hours and before any gas was passed by rectum. 
None of the patients were victims of mechanical ob- 
struction, and all of them eventually completed the 
deflation spontaneously. The fact that, under all of 
the usual methods for the treatment of distention, 
they failed to expel the gas for several days preceding 
the administrations of oxygen suggests that the 
oxygen permitted the unobstructed but overdis- 
tended bowel to recover effective peristaltic activity 
simply by causing partial shrinkage of the bowel 
lumen. It cannot be denied, however, that the de- 
flation attributed to the oxygen might have occurred 
without its use. Because of its toxic properties, the 
95 per cent oxygen mixture must be administered 
intermittently. 

In conclusion the authors state that while the 
results in their five cases do not conclusively demon- 
strate the value of the described treatment, they are 
sufficiently gratifying to justify further trial of the 
method. Joun W. Nuzum, M.D. 


Abbott, W. O., and Pendergrass, E. P.: Intubation 
Studies of the Human Small Intestine. V. The 
Motor Effects of Single Clinical Doses of Mor- 
phine Sulphate in Normal Subjects. Am. J. 
Roentgenol., 1936, 35: 280. 


By means of intra-intestinal balloon studies, 
combined balloon and roentgen studies, and roent- 
gen studies after a barium meal, the authors found 
that the effect of a single clinical dose of morphine 
on the human small intestine is stimulating. The 
increased tonus is greatest in the most reactive 
region of the bowel, the duodenum, and is slight or 
absent in the ileum. During the period of increased 
tonus the height of the contractions is diminished 
in proportion to the degree to which the increased 
tonus prevents ‘‘diastole,’”’ and there is the usual 
increase in the rate proportional to the reduction in 
the amplitude. Twenty minutes later a depressant 
action which may last for hours sets in, the tonus 
falling in the sense of lengthening of the muscle 
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fiber.. This secondary effect occurs to a far greater 
degree in the duodenum than in the ileum. Con- 
tractions increase in amplitude for a brief period as 
the falling tonus reaches the optimum level for their 
occurrence, and subsequently diminish roughly in 
proportion to the degree of fall in the tonus. 

The general effect of these changes is first to 
make the gradient of tonus steeper, causing an 
initial rapid downward flow of duodenal and high 
jejunal contents toward the ileum, and then to level 
off the gradient, leading to marked prolongation in 
the emptying time of the intestine. From the broad 
standpoint it may be construed as further evidence 
that small intestinal motility is related primarily to 
tonus differences rather than to contraction waves, 
since the effectiveness of the waves seems to depend 
primarily upon the tonus level from which the 
waves arise. 

The authors believe that these findings are un- 
favorable to the use of morphine in conditions asso- 
ciated with intestinal distention unless the other 
advantages of the drug outweigh this aspect of its 
action. They prefer to withhold final judgment until 
the effect of repeated doses of the drug has been 
studied. Ear O. Latimer, M.D. 


Cordiner, G. R. M., and Calthrop, G. T.: The 
Radiography of the Duodenal Cap. Brit. J. 
Surg., 1936, 23: 700. 

It is claimed that in examination of the duodenum 
modern roentgenography is more exact and more 
reliable than either clinical or laboratory investiga- 
tion. Provided an appropriate technique is em- 
ployed there is no other portion of the alimentary 
tract which can be so thoroughly investigated as 
the duodenal cap. By the “aimed exposure with 
dosed compression” developed by Berg or Hamburg 
the roentgen diagnosis of duodenal ulcer can be 
made with almost mathematical accuracy, as in the 
majority of cases the inner aspect of the cap is 
shown as clearly in the roentgenogram as in the 
resected specimen. In this procedure various de- 
grees of compression are applied to allow presenta- 
tion of the mucosal relief, and aimed exposures are 
taken at various angles and positions. In cases of 
duodenitis the mucosal relief shows changes anal- 
ogous to those found in hypertrophic gastritis. The 
folds are broadened, as are the intervening hollows, 
and appear to have lost their elasticity, being less 
easily deformed by pressure. Because of their 
depth, pseudo-niches may appear. 

When adhesions occur between the duodenum 
and gall bladder, the normal rounded curve of the 
duodenum is replaced by a persistent acute angula- 
tion. Cholecystography shows that the gall bladder 
is pulled medially, but has normal function. 

The niche is pathognomonic of an ulcer in the 
duodenum and is the only absolute evidence of loss 
of substance from ulceration. When a _ proper 
technique is used it is the most constant demon- 
strable sign. The characteristics of a penetrating 
ulcer are: (1) fixation of the cap, (2) a V-shaped 
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deformity with a niche, (3) an accessory pocket, 
(4) divergence of mucosal folds into communicating 
channels, and (5) foreshortening. Although these 
may not all be seen in every case, penetration 
may be deduced if several of them are present. 

Not all duodenal ulcers can be detected by X-ray 
examination, as small shallow ulcers and deep ulcers 
in which the crater is filled with blood clot may not 
retain the opaque medium. 

Deformities of the cap are of importance. While 
they may be demonstrated in patients whose ulcers 
have healed and who are free from symptoms, they 
signify an alteration in the lumen of the cap, a 
potential or active cause of gastric dysfunction. 

With the isolation and recognition of the ulcer 
niche, the nature of the lesion is evident and no 
other roentgenological evidence is necessary for the 
diagnosis. If no ulcer niche can be isolated, the 
assumption that an ulcer is present in the duodenum 
at the time of examination is roentgenologically 
unjustified. Louis SPERLING, M.D. 


Fletcher, H. N., and Castleden, L. I. M.: Three 
Cases of Duodenal Diverticulum Removed by 
Operation. Brit. J. Surg., 1936, 23: 776. 

Duodenal diverticula are found in from 3.3 to 
16 per cent of postmortem examinations. They are 
of two kinds: primary and secondary. The second- 
ary diverticula are due to traction from a neighbor- 
ing inflammatory process and occur invariably in the 
first part of the duodenum. The primary diverticula, 
which are more common, are found in 75 per cent of 
cases on the concave inner aspect of the descending 
part of the duodenum near the ampulla of Vater. 
They are thin walled and usually consist of the 
mucosa and submucosa layers of the intestine. The 
opening into the bowel is usually from 4% to 1 cm. in 
diameter. The diverticula are hernias of the duode- 
nal wall. Their location suggests a gradually de- 
veloping protrusion through a weak spot in the wall 
near a blood vessel. 

The authors report three cases in which the diag- 
nosis was made by X-ray examination and surgical 
removal of the diverticulum resulted in cure. 

SAMUEL PERLOw, M.D. 


Koster, H., Kasman, L. P., and Sheinfeld, W.: 
Regional Ileitis. Arch. Surg., 1936, 32: 789. 


The authors report 17 cases of regional ileitis and 
review 100 cases collected from the literature. 
Eleven of their 17 patients were males. The out- 
standing symptoms in their cases were pain in the 
right lower quadrant of the abdomen, nausea, and 
vomiting. 

Clinically, the condition can be divided into 3 
stages. In the first stage there is a mild acute 
inflammation of the intestinal wall with edema at the 
mesenteric border, and the symptoms are those of 
acute appendicitis. In the second stage the ulcera- 
tion and the deposition of fibrous tissue in the wall 
of the intestine have progressed to such a degree 
that restitution to normal is impossible and the 
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symptoms are those of obstruction. In the third 
stage there is complete obstruction with perforation 
or fistula formation. 

The diagnosis is made either at operation or by 
roentgen examination. The histological picture is 
such that the condition has undoubtedly been re- 
ported often as tuberculosis of the intestine. Al- 
though the lesion is found most commonly in the 
terminal ileum it may occur at any point in the 
intestinal tract. 

The treatment should tend to be conservative as 
many early lesions have gone on to complete recov- 
ery and 13 cases of advanced lesions have been 
cured by side-tracking operations alone. 

Georce A. Co.iiett, M.D. 


Rosenblate, A. J., Goldsmith, A. A., and Strauss, 
A. A.: A Summary of Regional Ileitis, with the 
Report of a Case of Colonic Involvement and 
the Suggestion of a New Term. J. Am. M. Ass., 
1936, 106: 1797. 


For many years a number of granulomatous con- 
ditions of the intestine possessing common symp- 
tomatic and pathological features have been de- 
scribed. At first they were mistaken clinically and 
microscopically for malignant conditions, but later 
were proved to be benign, inflammatory lesions. In 
1932 they were described as a distinct entity by 
Crohn and his associates under the term ‘‘regional 
ileitis.’ A year later Harris suggested the term 
“cicatrizing enteritis.”’ No definite etiological factor 
or factors have been isolated. The usual site is the 
terminal ileum, but other portions of the intestine 
may be involved. 

Pathologically, the condition is one of prolifera- 
tion of the hematopoietic cells and proliferation and 
irritation of the somatic cells of the intestinal wall. 
Later there is ulceration with fibrosis, narrowing of 
the intestinal lumen, and a tendency toward per- 
foration and fistula formation. Clinically, regional 
ileitis is characterized by dull pain in the right lower 
quadrant of the abdomen, a low grade intermittent 
fever, slight diarrhea, anorexia, anemia, and a rapid 
pulse. Roentgen examination by the technique of 
Kantor is the most important means of establishing 
the diagnosis. A helpful sign is the “‘string sign’ — 
a thin slightly irregular linear shadow suggesting a 
cotton string in appearance, which extends from the 
region of the last visualized loop of ileum through 
the entire extent of the filling defect and ends at 
the ileocecal valve. 

Medical treatment is usually unsatisfactory. 
Surgical treatment is the treatment of choice. The 
case reported by the authors showed the typical 
clinical and roentgenological picture of the condition 
with added involvement up to, but not including, 
the distal portion of the transverse portion of the 
transverse colon. The patient made an uneventful 
recovery. For the condition in which the patho- 
logical changes extend to the colon the authors 
suggest the term “‘ileocolitis ulcerosa chronica.”’ 

Harry W. Frinx, M.D. 
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Wood, W. Q.: Carcinoid Tumor of the Lower 
Ileum. Brit. J. Surg., 1936, 23: 764. 

A case of carcinoid tumor of the lower ileum is re- 
ported in detail. Though carcinoid tumors are rela- 
tively common in the appendix, only a few more than 
150 occurring in the small intestine have been re- 
corded. Metastasis to the regional lymphatic glands 
is extremely rare in the region of the appendix, and 
distant metastasis is practically unknown. Car- 
cinoids in the small intestine are much more malig- 
nant than those in the large intestine. Secondary 
growths from the former have been found frequently 
in the regional lymph glands and occasionally in the 
liver, lungs, and other organs. 

The clinical picture of carcinoid tumor of the small 
intestine is that of slowly progressing stenosis of the 
bowel. From the clinical syndrome it is practically 
impossible to differentiate an intestinal carcinoid 
tumor from adenocarcinoma. The striking features 
of the carcinoid tumor are the yellowish color of its 
cut surface and the presence of silver-reducing gran- 
ules in the cytoplasm shown on microscopic examina- 
tion. 

The average age of patients with a carcinoid tu- 
mor of the appendix is under thirty years while that 
of patients with a carcinoid tumor of the small in- 
testine is between fifty and sixty years. Regional 


metastasis has occurred in about 25 per cent of cases 
of carcinoid tumor involving the small intestine. In 
cases of adenocarcinoma of the small intestine the 
average frequency of metastasis is at least 10 per 
cent higher. The treatment of a carcinoid tumor, 
like that of an adenocarcinoma, is radical operation. 


ROBERT ZOLLINGER, M.D. 


Masson, L.: The Roentgenological Diagnosis of 
Diverticulitis of the Colon (Le diagnostic 
radiologique de la diverticulite de colon). Rev. méd. 
de la Suisse Rom., 1936, p. 154. 


Masson is convinced that diverticulitis of the colon 
occurs more frequently than has been supposed, as 
he has seen four cases within a relatively short time. 
Statistics on the incidence of the condition from 
different clinics vary widely, undoubtedly because 
of differences in the technique of the roentgen 
examination. The symptoms of the disease also vary 
and do not suggest the diagnosis. In two of the 
author’s cases the presence of a carcinoma of the 
colon was suspected before roentgen examination. 

The use of the opaque meal is rarely sufficient to 
show diverticulitis of the colon. However, in one of 
the author’s cases it suggested the presence of the 
condition and the diagnosis was later confirmed by 
the use of an opaque enema. The procedure followed 
in Masson’s cases is as follows: 

The evening before the examination is to be made 
castor oil is administered unless there is some 
clinical contra-indication to the use of a purge, and 
an enema of plain warm water is given. Another 
warm water enema is given about an hour and a half 
before the roentgen examination. The enemas must 
be given carefully and under low pressure. 
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The opaque enema of barium or thorium is giver 
under fluoroscopic control. While this fluoroscop': 
study is necessary, it does not always reveal the 
presence of diverticulitis. At least two roentgeno 
grams are taken, one when the colon is filled with the 
opaque substance and the other when the opaque 
enema has been largely evacuated, to show the 
mucosa in relief. In some cases the diverticulum 
filled with the opaque medium is seen distinctly. [1 
others the image is less clear, being obscured bh, 
spasm of the colon. Under the latter circumstances 
the roentgenogram taken after evacuation of the 
opaque enema is of special value. 

The clinical diagnosis of diverticulitis is of im- 
portance especially in cases in which the symptoms 
resemble those of carcinoma. Diverticula are found 
most frequently in the descending colon, especially 
the sigmoid. ALIce M. MEyers. 


Baggio, G.: On the Nesological Concept of Appen- 
dicitis (Sul concetto nosologico di appendicite), 
Arch. ital. d. mal. dell’ appar. dig., 1936, 5: 128. 


Appendicitis was once believed to be a disease of 
the cecum, typhlitis or perityphlitis. Today it is 
considered a suppurative inflammation which at 
first is limited to the appendix, but may spread 
variously in its complications. According to this 
concept, it is similar to inflammation in a Meckel 
diverticulum or in diverticula of the colon, structures 
which are outpouchings of the intestinal canal. In 
such structures the passage of materials into and 
out of the cavities occurs through a common open- 
ing. If the opening becomes occluded, the material 
within the pouch becomes stagnated and may lead 
to an inflammatory process as the result of an in- 
crease in the virulence of the contained organisms 
and their direct action on the wall of the structure. 
However, other more complex factors probably 
also play a rdle. 

The author reviews the important literature on 
the pathogenesis of acute appendicitis. 

After describing the types of appendicitis now 
recognized, he discusses the usual symptoms. He 
states that the condition occurs most frequently in 
young and middle-aged females, with symptoms 
which are usually vague. Menstrual disturbances 
are the rule. The pain varies greatly. The findings 
of physical examination include tenderness and 
swelling of the abdomen from gas distention. The 
cecum is found mobile but tender. X-ray examina- 
tion may reveal spasms in the gastro-intestinal 
tract. The author discusses the pathological anat- 
omy of chronic appendicitis on the basis of the 
literature. The reported incidence of correct 
diagnosis of this condition ranges from 6 to 76 per 
cent. 

Baggio reports two cases and cites a number of 
others in which a phlegmonous process was found in 
the appendix at operation on patients who, while 
under observation for a number of days, had 
shown no symptoms suggesting a serious condition 
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in the appendix. To explain the process he suggests 
that some substance other than the bacteria may 
damage the wall of the intestine primarily, and that 
the bacteria play merely a secondary réle. Such a 
toxic material or materials may be present in the 
dependent portion of the cecum where, because of 
the changed anatomy, the fecal stream is slowed. 
Baggio believes that, just as disturbances in the 
gastric juice may lead to lesions of the stomach, 
disturbance of the digestive ferments in the cecum 
may lead to cecal and appendiceal lesions. The 
changed ferments in prolonged contact with the 
cecal or appendiceal wall may cause damage varying 
in degree up to necrosis. In the appendix the 
anatomical conditions are such that the ferments 
find favorable conditions for their activity and, de- 
pending upon their method of action, may produce 
lesions ranging from slow chronic changes to very 
quick acute perforations. It is suggested that such 
actions may be of an anaphylactoid character. 

Baggio appreciates that this new view is not in 
line with the older views. On the basis of his theories 
he suggests a new classification of appendicitis. 

A. Louts Rost, M.D 


Doerfler, H.: Of What Does the Patient with 
Appendicitis Die? (Woran stirbt der an ‘“Blind- 
darmentzuendung” Erkrankte?) Muenchen. med. 
Wehnschr., 1935, 2: 1949, 1996. 


The author, who has had considerable experience 
with diseases of the appendix, lowered the mortality 
rate in his cases of acute appendicitis from 0.5 to 
1 per cent by early operation. He states, however, 


that death cannot always be prevented by early 
operation. 
Death may be due to the mode of onset of the 


disease. An ulcerative lesion of the appendiceal 
mucosa may be in the process of development for 
days without the patient’s being aware of it to the 
slightest degree. The destruction of the mucosa 
with progressive gangrenous involvement of the 
appendix may infect the adjacent lymphatic and 
venous channels, thereby leading to infection oi the 
pararenal or subdiaphragmatic cellular tissues or of 
the neighboring fallopian tube, or, by way of the 
blood stream, it may cause an insidious septic 
phlebitis (portal thrombosis). It is then too late for 
help without any fault of the patient or the doctor. 

The most frequent cause of death after appendi- 
citis is peritonitis. Deaths from this condition are 
always due to failure to operate, delay of operation, 
or unskillful surgery. In Nuremberg, the so-called 
“Retterspitzwasser’’ is held to be a cure-all and is 
responsible for many deaths. This evil should be 
abolished officially. However, as a result of the 
educational activities of the medical organization, 
peritonitis is becoming less frequent. In the stage 
of euphoria, ileostomy is of no avail, especially if 
there is a generalized intestinal paralysis. The 
author advises that in the formation of an intestinal 
fistula the smallest possible opening be made in the 
peritoneum and the bowel punctured with the finest 
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needle for aspiration of the gases. This should per- 
mit suture of the intestine to the peritoneum with- 
out tearing at the site of suture. 

Death may be due also to an improperly per- 
formed operation. The “short incision”’ suffices 
only if the appendix is little changed and can be 
readily withdrawn from the abdominal cavity with 
the cecum. When there are adhesions and when the 
appendix has a retrocecal position or is directed 
upward and backward and is gangrenous at its tip, a 
short incision is dangerous. The author agrees with 
Krecke that the surgeon who has mastered the 
technique will obtain better results, even in delayed 
cases, if he removes the disease focus at once instead 
of delaying operation and thereby exposing the 
patient to complications such as perforation into 
the peritoneal cavity and septic portal thrombosis. 
He calls attention to the fact, known to every 
experienced surgeon, that the condition of the appen- 
dix and its immediate surroundings can be deter- 
mined by introducing the fingers into the peritoneal 
cavity. He emphasizes that if the slightest indica- 
tion of perforation or spread of the infection is 
found the uninvolved abdominal cavity should be 
carefully walled off with tampons. 

The fourth cause of death mentioned by the au- 
thor is hemorrhage from the principal vessel of the 
mesenteriolum. If the meso-appendix is very short 
there is danger that the ligature may slip, and in 
obese persons it may cut through. Doerfler there- 
fore recommends the least possible tension on a thin 
ligature. Before leaving the hospital, the surgeon 
must convince himself that everything is in order. 

Another cause of death in appendicitis is septic 
portal thrombosis. When operation is delayed the 
bacteria are given the opportunity to multiply in the 
region of the veins of the meso-appendix and from 
there to enter the portal vein by way of the larger 
veins and the ileocolic vein. The only procedure 
that offers any hope of help under such conditions 
is early ligation of the ileocolic vein, if possible above 
the septic thrombus. Time should not be wasted 
with intravenous injections of detoxin. 

The sixth cause of death discussed by Doerfler is 
septic phlegmon of the abdominal wall. Not infre- 
quently a mild icteric discoloration of the skin and 
gas gangrene develop. Doerfler advises complete 
opening of the wound, division of the soft tissues far 
beyond the affected parts, and extensive antiseptic 
tamponade. 

Another cause of death in appendicitis is intraperi- 
toneal abscess. The most common site of such an 
abscess is the pouch of Douglas. The usual signs 
of a Douglas abscess are renewed fever and a fre- 
quent desire to defecate. The finger introduced 
deeply into the anus palpates a definite resistance. 
The abscess is usually best opened through the 
rectum. The rectal incision into the abscess is 
dilated with the finger, the insertion of a drain being 
thereby rendered unnecessary. If a vessel is cut 
when the rectum is incised, acupressure is necessary. 
Liver abscesses and subdiaphragmatic abscesses are 
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also causes of death. The former are multilocular, 
the latter unilocular. Drainage is essential. A 
subphrenic abscess may lead to a pleuritic exudation. 
If the adjacent wall of the cecum is also gangrenous, 
a wedge-shaped portion of the diseased wall extend- 
ing well into the healthy tissue should be removed 
with the appendix and the bowel sutured and cov- 
ered with omentum. The rupture of a periappendi- 
ceal abscess into the bladder usually heals. The 
fallopian tube may become infected from a severely 
diseased appendix and converted into a pyosalpinx. 
When this occurs the tube should be removed with 
the appendix. Gangrenous and toxic cases should 
be drained. The glass or rubber drain should be left 
in for eight days. To prevent pressure injury of the 
iliac artery or vein with consequent thrombosis and 
pulmonary embolism, the drain must be partly 
withdrawn on the third or fourth day. Too early 
removal of the drain is associated with danger. The 
adhesions and walling off of the healthy peritoneal 
cavity must be firm; therefore drainage for two 
days is insufficient. After removal of the large drain, 
a thinner and shorter glass drain may be inserted. 
The cigarette drain, first employed in America and 
later recommended by Krecke, is less satisfactory 
because it does not form a smooth canal. 

Cardiac embolism, another cause of death in 
cases of appendicitis, occurs on the seventh day 
after operation for large neglected abscesses. Septic 
phlebitis from foul, encapsulated abscesses may 
spread to the iliac veins and lead to fatal embolism. 
This complication can be prevented only by early 
operation. Pulmonary emboli have a favorable 
prognosis because they are very small, having their 
origin in the smallest veins of the mesenteriolum. 
Phlebitis of the large thigh veins may also cause 
death from embolism. For cases in which varicose 
veins are present the author advises elevation of the 
extremity, the application of moist compresses, and 
the strictest immobility. In children from six to 
eight years of age, pleuropneumonia may simulate 
appendicitis. Doerfler has seen no injury from the 
occasional appendectomy which has been performed 
in such cases. Right-sided ureteral colic from lithi- 
asis may also be mistaken for appendicitis. 

In conclusion, the author states that slight signs 
of appendiceal irritation may arise from mild 
catarrhal involvement of the appendix and disap- 
pear permanently following a dose of castor oil and 
restriction of the diet for eight days. However, in 
every case in which there is definite disease of the 
appendix early operation should be done. 

(GEBELE). Lro M. ZimMERMAN, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 
Ucko, H.: A Serum Test for the Diagnosis of Liver 
Disturbances. Guy's Hosp. Rep., Lond., 1936, 
86: 166. 
The author describes the technique of the Takata 
test and his modification of it to obtain a more 


specific reaction in liver disturbances. The results 
of the modified test in 161 cases are compared in 
tables with those obtained by the Takata test in 
132 cases. In 13 cases of cirrhosis of the liver, in 6 
of which the diagnosis was verified by postmortem 
examination, both the serum and the ascitic fluid 
showed a 3+ reaction to the modified test and a 
positive reaction to the Takata test. In 1 case of 
amyloid degeneration with fibrosis the reaction to 
the modified test was 3+ and the reaction to the 
Takata test was negative. Apart from the cases of 
cirrhosis, a 3+ reaction to the modified test occurred 
in only 2 cases—a case of cirrhosis with primary 
cancer of the liver and a case of acquired syphilis of 
the liver. This type of reaction seems to be associat- 
ed with cirrhotic changes and may perhaps be of aid 
in their diagnosis. 

Of 2 cases of secondary liver carcinoma, the reac- 
tion of the serum to the modified test was 2+ in 
both, whereas the reaction to the Takata test was 
weakly positive in one and negative in the other. 
In 3 of 13 cases of liver disorders and gall-bladder 
disease with clinical symptoms suggestive of a 
chronic disturbance of liver function or chronic 
disease of the gall bladder the reactions to both 
tests were positive. One patient with a positive 
reaction to the modified test and a negative reaction 
to the Takata test presented signs of liver disturb- 
ance. In 7 cases of jaundice in which the tests were 
made repeatedly during and after the jaundice the 
reaction to the modified test was always completely 
negative while the reaction to the Takata test was 
always positive. 

In the cases of 15 patients the results of the 
modified test were compared with those of the 
galactose test. No parallelism was noted. The 
former were closely related to the clinical charac- 
teristics and course of the condition. 

In a comparison between the reaction to the Taka- 
ta test and the reaction to modified test in the 
absence of liver disease, it was found that the 
modified test was negative in 88 per cent of the 
cases and the Takata test was negative in 69 per 
cent. Of 126 cases in which liver disturbances were 
apparently absent, the modified test was positive in 
only 15 (12 per cent). In some of the latter liver 
involvement was possible and the positive reaction 
was of value in suggesting its presence. Of 132 cases 
in which both methods were used, their results 
differed in 26 (20 per cent). 

The author concludes that the modified test not 
only indicates liver disturbances with more cer- 
tainty than the original Takata test, but, because 
of the gradation of its results, offers the possibility 
of distinguishing between different forms of liver 
disease. It is of value also because of its technical 
advantages. HERBERT F. Tourston, M.D 


Krieg, E. G.: Hepatic Trauma: An Analysis of 
Sixty Cases. Arch. Surg., 1936, 32: 908. 


The author reviews sixty cases of hepatic trauma 
admitted to the City of Detroit Receiving Hospital 
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in the period from 1927 to 1934 inclusive. In 68 
per cent the injury was due to a bullet; in 17 per 
cent, to an automobile or street-car accident or a 
fall; and in 15 per cent to stabbing. Signs of shock 
were present or re-appeared after treatment and 
continued until death in 73 per cent. In the 24 
cases in which complete blood counts were made, 
there was laboratory evidence of anemia at the time 
of the patient’s admission to the hospital. In 55 
cases operation was performed promptly after 
adequate response to treatment for shock and 
hemorrhage. Five patients were treated medically. 
Of the latter, two died within three hours, and three, 
who were children in an extreme state of shock, 
showed no improvement until after the third day. 

The hepatic wounds were of four types: (1) clean 
incisions produced by stabbing; (2) clean punctures 
due to bullets; (3) macerating punctures due to 
bullets; and (4) rough fractures produced by con- 
tusion. In forty-one cases the liver was the only 
organ involved, whereas in twenty-one, in all of 
which except one the wound was caused by a bullet, 
some other organ was also injured, usually the 
spleen. Abdominal hemorrhage of variable degree 
was always present. 

The mortality in the entire series was 61.6 per 
cent. Hemorrhage and shock caused death in 73 
per cent of the cases in which they occurred. Death 
resulted within three days. As the cases were all 
coroner’s cases, autopsy was performed by the 
hospital pathologist in only three. 

WALTER H. Napier, M.D. 


Sjéstrém, P. M.: The Citric Acid Content of the 
B 


lood Serum in Diseases of the Liver and 
Biliary Tract. A Test of Liver Function (Der 
Zitronsaeuregehalt des Blutserums bei Krankheiten 
der Leber und der Gallenwege. Eine Leberfunktions- 
probe). Acta chirurg. Scand., 1926, 77: 505. 


Perfusion experiments with surviving livers of 
rabbits have shown that the liver is able to eliminate 
citric acid from the perfusion fluid rapidly. When 
this occurs the citric acid content falls to a level 
characteristic of the animal but no lower. The liver 
therefore exercises a depressor effect upon the citric 
acid. The opposite power of bringing the citric acid 
in the circulating fluid up to the normal level it 
does not possess. In all probability the described 
liver function is due to an enzyme, citrocodehy- 
drogenas, which is present in the liver cells in large 
quantities and acts especially on citric acid. 

Citric acid occurs in all human beings, including 
newly born infants, in a carefully regulated con- 
centration. The normal limits are between 17 and 
27 mgm. per liter of serum. 

The citric acid content of the serum is influenced 
by a number of pathological conditions, being in- 
creased by damage to the liver cells, certain endo- 
crine disturbances, and certain diseases of the stom- 
ach, and lowered by inflammatory conditions, 
thrombosis, postoperative reactions, and certain 
endocrine disturbances. 
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Well-marked diseases involving the liver cells, 
such as hepatitis, acute yellow atrophy of the liver, 
and hepatic cirrhosis, cause the citric acid content 
of the serum to rise. The increase is usually con- 
siderably above the normal level and takes place 
early. 

In uncomplicated cases of gall stones and chole- 
cystitis there is no increase. An increase in cases of 
stone in the common duct suggests involvement of 
the liver. Such cases are more unfavorable for 
operative treatment than similar cases in which the 
citric acid values are normal. 

In cases of tumor of the bile ducts with icterus due 
to stasis the citric acid values are low until quite 
late in the course of the condition and sometimes 
show a terminal rise. In cases of well-marked 
metastasis in the liver there is usually a moderate 
rise. 

As hepatitis is often difficult, if not impossible, to 
distinguish from tumors of the bile ducts without 
operation, and as current tests of liver function not 
infrequently fail, the differential diagnosis may be 
greatly aided by determination of the citric acid 
content of the blood as this shows an increase in the 
early stages of hepatitis and low values in cases of 
tumor with icterus due to stasis except in advanced 
stages. 


Pendl, F.: A Case of Healed Phlegmon of the Liver 
(Ein Fall von geheilter Leberphlegmone). Zentralbl. 
J. Chir., 1936, p. 275. 

Pendl reports a disease to which he gives the name 
“liver phlegmon,”’ a term not found in the surgical 
or medical literature. The patient was a forty- 
three-year-old engineer whose illness began on 
Christmas, 1934, with chills and high fever but with- 
out local symptoms. While he was in another hos- 
pital from January 3 to February 5, 1935 a leuco- 
cytosis of 12,000 was found and pains in the liver 
region developed. An attempt at oral cholecyst- 
ography was followed by colicky pain under the 
costal arch in the upper part of the abdomen on the 
right side and by chills and fever. 

The patient came under the author’s care on 
February 12. A history of hemorrhoidal abscess at 
the end of 1934 was elicited. Because of the fever 
and other symptoms, Pendl made a diagnosis of 
liver abscess. On February 14 ke performed a 
laparotomy. An oblique incision was made a finger’s 
breadth below the right costal arch. The right lobe 
of the liver, which was shown roentgenologically to 
be greatly enlarged, was found swollen, bluish-red, 
and covered with numerous small yellow abscess-like 
points. There were extensive adhesions to the liver 
surface. The left lobe of the liver was unchanged. 
In order to avoid spreading the infection to the rest 
of the abdomen, the operative procedure was 
limited to the suturing of a large portion of the lower 
border of the liver into the wound for later puncture. 
The wound was closed over an aseptic tampon. 
Examination of blood from the veins of the arm by 
Materna by the new procedure of Massa and 
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Battistini revealed the staphylococcus pyogenes 
aureus hemolyticus. On the day after the operation 
deep x-ray irradiation of the liver similar to the 
irradiation given over the parotid gland was ad- 
ministered as the author had previously found this 
of value in inflammations. In addition, the patient 
received injections of staphylococcus serum. On 
February 19 the operative wound was re-opened, the 
liver punctured, and a small piece of the liver re- 
moved for microscopic examination. The puncture 
revealed no pus. Materna made a histological diag- 
nosis of multiple miliary abscesses of the liver, most 
of which were in the stage of advanced cicatriza- 
tion. On February 20 the deep irradiation was 
repeated according to the method of Heidenhein and 
Fried (2 Holzknecht units). Slow improvement in 
the condition resulted, and the patient was sent home 
on March 23. 

This unusual case of multiple liver abscesses may 
be included in the group of so-called “liver phleg- 
mons,” a term applied by Roessle to cases of diffuse 
suppurative inflammation of the liver which he had 
encountered several times at the autopsy table. As 
the development of liver abscesses following inflamed 
hemorrhoids has been reported (Kobler, 1901), the 
author agrees with the anatomist, Grosser (Prague), 
that in this case also there was a relationship be- 
tween the inflammation of the hemorrhoids and the 
subsequent so-called “liver phlegmon.”’ 

(E. Giass). Leo M. Zimmerman, M.D. 


Henrikson, E. C.: Cirrhosis of the Liver, with 
Special Reference to the Surgical Aspects. 
Arch. Surg., 1936, 32: 413. 

Henrikson discusses cirrhosis of the liver accord- 
ing to the classification of Bell: (1) portal cirrhosis, 
(2) obstructive biliary cirrhosis, (3) pigmentary 
cirrhosis, and (4) syphilitic cirrhosis. 

The etiology of cirrhosis is obscure. Alcohol is 
now regarded as of less importance as a cause than 
it was formerly believed to be, but the evidence 
presented by the statistics showing a sharp decline 
in the number of cases of cirrhosis diagnosed after 
prohibition suggests that there is some relationship 
between its use and the occurrence of portal cirrhosis. 
Among other causative agents taken into the gastro- 
intestinal tract are spices, chloroform, arsenic, and 
copper. The hypothesis that portal cirrhosis is due 
to toxins brought to the liver by the portal system 
seems to be supported by experimental and clinical 
observations. 

In the diagnosis of cirrhosis of the liver, cardiac 
and renal pathological conditions must be ruled out. 
The most common symptoms are referable to the 
gastro-intestinal tract. Of 162 cases, such symptoms 
occurred in 126. They include abdominal pain or 
discomfort, nausea, vomiting, constipation, diarrhea, 
anorexia, hematemesis, and melena. Other common 
symptoms are weakness, malaise, edema, dyspnea, 
jaundice and nocturia. The most common physical 
finding is ascites. This was present in 121 of the 162 
cases cited. The next most frequent sign is a pal- 


pable liver. Frequently there is a cardiac murmu: 
and albumin, and casts are found in the urine. The 
most common cause of death is hepatic insufficiency, 
which often leads to coma before death. 

The best results from medical management ar: 
obtained by adherence to a rigid dietary régim« 
There is good experimental and clinical evidence tv 
show that a high carbohydrate diet protects the 
liver and combats hepatic insufficiency. The diet 
should exclude alcohol, eggs, spices, condiments, 
and fats. Dehydration by catharsis, limitation of 
the fluid intake, and diuresis helps to combat the 
ascites and edema. In the author’s cases treated 
only by medical management the length of life 
after the onset of ascites was sixteen months. 

When surgical intervention is considered the pa- 
tients must be carefully selected. According to 
Talma, operation is contra-indicated in the presence 
of: (1) a high-grade disturbance of the function of the 
liver, (2) icterus, (3) xanthoma, and (4) pruritis. 
If the patient is a poor surgical risk, paracentesis 
may be the only procedure possible. Other methods 
of draining the ascitic fluid, such as Ruotte’s saphe- 
noperitoneal anastomosis, Handley’s femoral canal 
drainage, and the use of collar-button-like tubes for 
subcutaneous drainage, are said by many to give 
good results in some cases. Operations to establish 
collateral circulation, such as the Talma-Morison 
omentopexy or some modification of it, also give 
good results in selected cases. The more formidable 
procedures for establishing a shortcircuit to relieve 
the liver of some of the blood entering from the 
portal system, such as the formation of an Eck 
fistula or anastomosis of the superior mesenteric 
vein and the inferior vena cava, should be used only 
for especially selected and well-prepared patients. 

Of Henrikson’s series of 19 patients operated upon 
for cirrhosis, 67 per cent died within one year aiter 
the operation. Of 31 patients with cirrhosis sub- 
jected to operations of another type, 77.4 per cent 
died within one year. In Henrikson’s cases the aver- 
age duration of life after operation was five months, 
whereas in cases treated medically it was eighteen 
and three-tenths months. EArt GarsIDE, M.D. 


Campbell, S. B. B.: The Influence of Gall-Bladder 
and Other Infections on the Incidence of Cor- 
onary Thrombosis. Brit. . J., 1936, 1: 781. 


The author states that there has been a marked 
increase in the incidence of coronary occlusion in re- 
cent years. While he admits that atheromatous 
changes in the coronary vessels are an important fac- 
tor, he believes that the increase is related to infec- 
tion. Most commonly associated with the condition 
are infections of the gall bladder. : 

According to reports in the literature, disease of 
the gall bladder is present in about 24 per cent of 
cases of coronary sclerosis. Robers drew the follow- 
ing conclusions: 

1. Patients with disease of the gall bladder may 
present symptoms of early heart failure or angina 
pectoris or both. 
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2. In middle or old age, heart failure or angina 
pectoris may be produced by disease of the gall blad- 
der. 

3. In both conditions, disease of the gall bladder 
may be the cause, but the signs and symptoms may 
appear to be of cardiovascular origin. 

;. Cholecystography is an important diagnostic 
aid in cases of heart disease. 

5. Surgery may therefore be helpful in the treat- 
ment of certain cardiovascular conditions. 

Campbell cites ten cases in which gall-bladder dis- 
ease was associated with clinical and pathological 
evidence of coronary involvement. In two cases the 
gall bladder was removed with complete relief of all 
the cardiovascular symptoms. In several cases oper- 
ation was refused. In the others pathological changes 
in the gall bladder were demonstrated at autopsy 
following death from coronary thrombosis. 

The importance of such infections as influenza, 
phlebitis, pyogenic infection, and syphilis in the 
causation of coronary disease is emphasized. Illus- 
trative cases are cited. While admitting that it is 
difficult to prove that these infections are factors in 
the causation of heart disease, the author urges com- 
plete removal of proved foci of infection such as the 
gall bladder in the cases of cardiac lesions. 

Louts SPERLING, M.D. 


Bailey, F. W.: Serious Complications Following 
Neglected Cholelithiasis. Ann. Surg., 1936, 103: 
781. 


The author discusses the duration and degree of 
morbidity in a series of 200 cases of gall-bladder dis- 
ease and reports in some detail 28 cases of special 
interest. In the latter there were 3 deaths—z2 from 
carcinoma of the ducts and 1 postoperative death 
occurring on the third day. Of the total number of 
cases, serious complications occurred in 50. 

From his observations the author concludes that 
infection of the gall bladder with stone formation is 
usually a progressive disease which eventually be- 
comes a serious surgical problem. Persistent in- 
digestion, flatulence, and pain in the upper part of 
the abdomen are indications for careful examination 
and observation. A diseased gall bladder seldom, if 
ever, heals completely. Early surgery will prevent a 
high morbidity. Joun H. Gartock, M.D. 


McClure, C. W.: Observations on the Physiclogy 
and Pathological Physiology of External Pan- 
creatic Functions. Rev. Gastroenterol., 1936, 3:1. 


The purpose of this article was to epitomize inves- 
tigations on the physiology and pathological physi- 
ology of the human pancreas which were carried on 
systematically and under rigidly controlled experi- 
mental conditions. These investigations showed that 
under the usual conditions of digestion foodstuffs 
stimulate both the alkaliand enzymic functions of the 
normal pancreas, while inorganic acids stimulate the 
alkali much more than the enzymic function. The 
pathological physiological investigations demon- 
strated that the enzymic secretory activities show 
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abnormalities in the presence of organic or functional 
involvement of the pancreas. The clinical diagnostic 
value of such findings was established by further 
investigations. Studies on achylia gastrica failed to 
reveal evidences of disturbances of pancreatic func- 
tion. J. THORNWELL WITHERSPOON, M.D. 


Rich, A. R., and Duff, G. L.: Experimental and 
Pathological Studies on the Pathogenesis of 
Acute Hemorrhagic Pancreatitis. Bull. Johns 
Hopkins Hosp., Balt., 1936, 58: 212. 

In human and experimental hemorrhagic pan- 
creatitis there occurs a constant and specific vascular 
lesion characterized by rapid necrosis of the walls of 
arteries and veins. The pancreatic hemorrhage re- 
sults from rupture of the necrotic vessels. This 
vascular necrosis is a direct result of the action of 
pancreatic juice on the walls of the vessels. The 
agent in the juice which is responsible for the 
necrosis is the tryptic ferment. A precisely similar 
lesion can be produced in vessels elsewhere in the 
body by the local injection of purified trypsin or of 
pancreatic juice obtained from the duct through a 
cannula. 

Activation of trypsinogen by enterokinase is not 
necessary for the production of the vascular necrosis. 
Inactivation of trypsin by heat destroys its necrotiz- 
ing power. Aside from the rare instances of primary 
rupture or occlusion of the pancreatic blood vessels, 
hemorrhagic pancreatitis occurs only as the result of 
disruption of the duct-acinar system with consequent 
escape of the secretion into the interstitial tissue of 
the gland. The majority of cases of hemorrhagic 
pancreatitis are due to partial obstruction to the 
outflow of the secretion causing distention and 
rupture of acini and ductules behind the obstruction 
with resulting escape of pancreatic juice which is 
rich in tryptic ferment and comes into contact with 
arteries and veins, destroying their walls and causing 
extensive or localized hemorrhage depending upon 
the size of the affected vessels. If no arteries or veins 
are present in the vicinity of the acinar rupture, or if 
the escaping secretion has a low tryptic power, fat 
necrosis, produced by the lipase of the juice, may be 
the only result. Rupture of dilated, thinned-out 
acini behind an obstruction is particularly liable to 
occur during periods of increased pressure within the 
system caused by stimuli which greatly increase 
the production of secretion (e.g., a large meal or 
the ingestion of alcohol). 

While in some cases of hemorrhagic pancreatitis 
the underlying obstruction is caused by a gall stone 
lodged at or near the ampulla of Vater, in most cases 
the main pancreatic duct is free and the obstruction 
is situated in branches of the duct within the pan- 
creas. Retrojection of bile into the pancreatic duct, 
an infrequent cause of hemorrhagic pancreatitis, will 
not result unless the duct-acinar system is ruptured 
and a secretion with sufficient tryptic potency to 
produce vascular necrosis escapes. Metaplasia of the 
epithelium of the branches of the pancreatic duct 
leading to partial obstruction and consequent dilata- 
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tion of the acini and ductules behind the obstruction 
is a very frequent occurrence. It was found by the 
authors in 18.6 per cent of 150 consecutive autop ies 
on individuals over twenty-five years of age. Rupture 
of the distended acini behind the obstructing 
metaplasia also occurs frequently, but in most cases 
the resulting damage is limited to focal fat necroses 
or small hemorrhages. There is evidence that acute 
attacks of severe epigastric pain may be associated 
with these accidents. Metaplasia of duct epithelium 
associated with acinar dilatation was found by the 
authors in 13 of 24 cases of hemorrhagic pancreatitis. 
Rich and Duff believe that this form of duct ob- 
struction leading to acinar rupture and the escape of 
secretion frequently plays an important rdle in the 
pathogenesis of hemorrhagic pancreatitis. 
AnTuHONY F. Sava, M.D. 


MISCELLANEOUS 


Rhodes, R. L.: Abdominal Gas-Bacillus Catas- 
trophes. Ann. Surg., 1936, 103: 804. 

The author reports two unusual cases of gas- 
bacillus infection. In the first, that of a colored man 
thirty-five years old, operation was performed for 
strangulated hernia. At the time of the operation 
the odor characteristic of gas-bacillus infection was 
not recognized. The patient died soon after the 


operation. At autopsy, the peritoneal cavity was 
found to contain foul-smelling gas and bloody fluid. 
The small intestine was markedly distended with 
gas. 

The second case was apparently one of gas- 
bacillus infection of the intestinal tract. The symp- 


toms were those of intestinal obstruction with 
apparent prostration and enormous abdominal dis- 
tention. The patient survived only a few hours. 
Cultures of the peritoneal fluid made at autopsy 
yielded the bacillus welchii. 

In trying to explain the sequence of events in the 
second case the author says that trauma and inter- 
ference with the blood supply of the muscular tissue 
of the wall of the bowel may have been responsible 
for the entry of the Welch bacilli. This theory is 
supported by the well-known rapidity of growth of 
the bacteria in traumatized muscle. In neither case 
was a gross perforation of the bowel found at 
autopsy. Joun H. Gartock, M.D. 


Ferrandu, S.: The Pathogenic Interpretation of 
Lymphatic Enteroperitoneal Cysts (Per la 
interpretazione patogenica delle cisti linfatiche 
enteroperitoneali). Clin. chir., 1936, 12: 105. 


Although there have been numerous reports on 
the pathological anatomy and surgery of entero- 
mesenteric cysts, there is as ye! no indication of 
general agreement concerning the origin and cause 
of these formations. Neither is there any systematic 
accepted classification of the cysts. A _ recent 
classification by Luly divided such cysts into: (1) 
those derived from the lymphatic system, namely, 
lymphochylangiomas; (2) encysted hematomas; 
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(3) parasitic cysts; (4) gaseous cysts; (5) cysts of 
embryonic origin (ectodermal, mesodermal, endo- 
dermal, or mixed cysts, teratomas, and fetal inclu- 
sions). According to the author, there is no classi- 
fication which is based in factors which are easy to 
demonstrate. 

After reviewing the current theories regarding the 
origin of the cysts, Ferrandu reports in detail the 
findings of three autopsies in which such cysts were 
discovered and presents illustrations showing the 
chief pathological changes. 

In the first body the cysts were submucous, 
whereas in the second they were pedunculated 
subserous cysts. In the third, a single cyst the size 
of a nut was found in the mesentery. 

The parts of the intestines involved varied. The 
submucous cysts were found throughout the intes- 
tines. The subserous cysts involved almost all of the 
ileum and ascending colon. The single mesenteric 
cyst in the third body was about 21 cm. distal to the 
duodenojejunal flexure. 

The submucous cysts were macroscopically sepa- 
rate and distinct, whereas many of the subserous 
cysts were grouped in grape-like clusters. 

The contents of the submucous cysts were clear 
yellow, while those of the subserous cysts were 
generally serohemorrhagic and occasionally limpid 
white. The single mesenteric cyst contained a limpid 
serous fluid. 

Histological examination showed that the walls 
of the cystic cavities were composed of a more or less 
rich connective tissue with fibers arranged circularly 
in parallel layers and were lined by endothelial cells. 
The connective tissue layer presented, besides elastic 
fibers, definite smooth-muscle elements and num- 
erous blood vessels. These histological charac- 
teristics suggested a preformed cavity related to the 
interior of a vessel, particularly a lymph vessel. 
Although differentiation of the structure of the cyst 
wall from that of blood-vessel walls was apparent, 
the similarities to lymph-vessel walls were numerous. 

Usually these lymphatic cysts have been described 
as either simple or neoplastic, e.g., as lymphan- 
giomas or chylangiomas. However, the complete 
absence of evidence of proliferation in the reported 
cases indicates that they were not neoplastic. 

The details of the differentiation of capillary mal- 
formations and angioblastomas have been discussed 
in various reports. According to Costa, the principal 
characteristic distinguishing true angioblastomas 
from simple capillary malformations is the presence 
in the former of numerous and active newly formed 
capillaries. 

The various theories regarding the pathogenesis 
of the cysts are reviewed. According to the author's 
theory, the cysts originate in lymphatic channels in 
which there is a pre-existing ectasia due to circum- 
scribed malformations in the wall. Hemorrhage 
occurs in this region from the small blood vessels of 
the wall, and under the influence of pressure the 
congenital ectasia is transformed into a cystic 
cavity which at first contains hemorrhagic lymph 
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and later a pseudo-chyle or serum. Occasionally, 
especially in the adult, these cysts may be related 
to hypertension, toxic-infective states, dystrophies, 
or degeneration of the blood-vessel walls, all of which 
conditions may lead to hemorrhage. In the peri- 
toneum and intestines hemorrhage is favored by 
the movements of the intestines. 
A. Louis Rost, M.D. 


Grieco, F.: Granulomas Due to Lycopodium and 
Talcum Following Laparotomy (Granulomi da 
licopodio e da talco in seguito a laparotomia). 
Arch. ital. di chir., 1936, 42: 641. 


The reaction of the organism to various extraneous 
bodies accidentally introduced into the tissues may 
at times result in granulomatous formations. The 
latter differ according to the nature of the foreign 
substance. The new formations produced by foreign 
substances causing chemical irritation of the tissues 
may be quite different from those produced by inert 
substances. 

Infectious granulomas have been studied widely, 
as have the reactions to inert substances such as oils, 
vaseline, and paraffin. As a rule the introduction of 


petroleum derivatives into the tissues results in 
nodular formations which are generally composed of 
epithelioid cells, giant cells, leucocytes, and lympho- 
cytes and are easily confused with true tubercles. 

The author reviews the types of reactions reported 
to occur about many different inert substances. The 
common use of lycopodium and talcum powder in the 
preparation of rubber gloves in the operating room 
suggested to him an experimental study of the 
effects of these substances on the tissues. In such a 
study carried out on rabbits and dogs he found that 
the very small amounts of powder adhering to the 
outside of gloves was without effect, but the intro- 
duction into the tissues of larger amounts produced 
very definite changes. He demonstrated that these 
powders are capable of leading to the formation of 
granulomatous lesions as well as to more or less ex- 
tensive intra-abdominal adhesions, especially in the 
region of a laparotomy scar. The granulomatous 
lesions assume a proliferative character with prev- 
alence of cellular elements and little tendency 
toward fibrotic involution, resembling in these 
respects the lesions produced by oily substances. 

A. Louts Rost, M.D. 
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Van Lankeren, C.: The Production of the Secretory 
Phase in the Endometrium of the Rabbit— 
Corpus-Luteum Hormone Action—with Pla- 
cental Extract (Erzeugung der Sekretionsphase im 
Endometrium des Kaninchens—Corpus. Luteum 
Hormonwirkung—durch Placentaextrakt). Arch. f. 
Gynaek., 1935, 160: 150. 

Van Lankeren first presents a historical review of 
the theories of internal secretion of the placenta. 
That the placenta not only stores but also forms a 
gonadotropic estrus-inducing hormone is evident 
from the observations of Amati and Waldstein. 
Pregnant women from whom both ovaries were 
removed during pregnancy were found to have the 
same amount of this hormone in their blood and 
serum as normal women. Zondek and Aschheim 
have also shown that the placenta contains a gonado- 
tropic hormone. Among those who betieve that such 
a hormone is not only stored in the placenta but 
also produced by it are Philipp and Fels. Collip 
has demonstrated another hormone in the placenta, 
which he calls “emmenin.”” This produces estrus in 
immature animals, but not in mature, castrated 
female animals nor in male animals. 

The question as to whether the placenta contains 
also the corpus luteum hormone has been disputed. 
This has been difficult to prove because it contains 
large quantities of folliculin which inhibit or nullify 
the action of the corpus luteum hormone in tests. 

At first, Lankeren used placenta extract obtained 
by the method of Corner and Allen, but it yielded 
negative results in his experiments. Not even very 
large doses produced the secretory phase in the 
endometrium of the rabbit. He then employed an 
extract made by the method of Allen and Meyer 
and obtained different results. This was principally 
due to the fact that the Allen and Meyer extraction 
is done with 33 per cent alcohol and petroleum ether 
and the corpus luteum hormone is liberated from 
the folliculin by the alcohol. The extract so ob- 
tained was tested on sixty rabbits, some infantile, 
some mature and normal, and some mature and 
castrated. The castrated animals were first pre- 
pared by treating them with folliculin by the method 
of Clauberg. In these experiments the typical 
uterine changes characteristic of the action of corpus 
luteum hormone—a livid discoloration of the 
myometrium and changing of the endometrium to 
the secretory phase—were observed. This is evi- 
dence that the placenta contains, in addition to 
folliculin, another hormone which, like the corpus 
luteum hormone, is able, in the rabbit, to change 
the natural as well as the artificially produced 
proliferative phase into a secretory phase. 

(SCHILLER). J. DANIEL WILLEMs, M.D. 


Kangas, T.: The Submucous Myoma, with Par- 
ticular Regard to Its Operative Treatment 
(Ueber die submukoesen Myome, mit besonderer 
Beruecksichtigung ihrer operativen Behandlung). 
Acta obst. et gynec. Scand., 1936, 16: 89. 

The author reviews 383 cases of submucous 
myoma treated in the Gynecological Clinic of the 
University of Helsinfors and in Engstroem’s Clinic. 
One hundred and sixty-four of the tumors were 
pedicled. Of the latter, 96 protruded into the 
vagina, 51 into the cervical canal, and 17 into the 
uterine cavity. 

The neoplasms seemed to occur most frequently 
in multiparas and in the last decade of the child- 
bearing period. Ninety-seven per cent caused 
pathological hemorrhages. Of those that protruded 
into the vagina, 75 per cent caused metrorrhagial 
hemorrhages. Hemorrhage of this type may be 
due to a mechanism resembling caput succedaneum 
caused by the pressure of the cervical canal at the 
lower pole of the pedicled myoma. Treatment 
by rest in bed and the administration of opium 
usually stops the metorrhagial hemorrhage and the 
pain because the uterus relaxes and the myoma is 
released from the pressure and may rise into the 
uterine cavity. Before operation, an attempt should 
be made to increase the hemoglobin to above 50 
per cent by this treatment and the administration 
of large doses of iron. 

The conservative extirpation of submucous my- 
omas with a thin pedicle is a fairly harmless inter- 
ference. In 113 cases in which it was done there 
was no mortality. For the prevention of secondary 
hemorrhage and infection, the application of a 
retention clip on the stump is recommended. 

At primary radical operation in cases with severe 
infection there is always danger of complications 
such as parametritis and thrombophlebitis. 


Mikulicz-Radecki, F. von: Bladder Injuries After 
Radium Treatment of Carcinoma of the 
Uterus (Ueber Blasenschaedigungen nach Radium- 
bestrahlung von Uteruscarcinomen).  Siraiilen- 
thera pie, 1935, 54: 493- 

With progress in radium technique, injuries of 
the intestines and bladder from overdosage or failure 
to keep neighboring organs at a safe distance will be 
seen less and less frequently. However, a certain 
number will always be observed. The incidence of 
such injuries (from 4 to 5 per cent) varies because 
of the frequent difficulty in determining whether 
an injury is due to the treatment or to further 
spread of the cancer. While actinogenetic bowel 
injuries and rectovaginal fistulas are described fre- 
quently, reports of bladder injuries are less common. 
Foremost among bladder injuries are vascular 
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changes comparable to the capillary dilatations seen 
in skin which has been subjected to over-irradiation 
with the roentgen rays. These may have no clinical 
manifestations or may cause protracted hemorrhages 
from the bladder. Later manifestations are ulcers 
and the shedding of large bits of mucosa and muscle 
(Stoeckel’s cystitis dissecans gangrenosa actino- 
genetica). Occasionally urinary salts are deposited 
on the epithelial defects with resulting incrustation 
of the bladder wall and the formation of stones. 

On cystoscopic examination it is necessary, for 
difierential diagnosis, to bear in mind the changes 
produced by advance of the cancer which, according 
to Kamniker, shows five stages characterized re- 
spectively by: (1) buckling of the floor of the blad- 
der, (2) edema of the bladder wall, (3) bullous 
edema of the mucous membrane, (4) cancer beneath 
the intact epithelium, and (5) invasion of the blad- 
der by the cancer. 

The author reports 2 cases of bladder injury which 
were found among 375 cases of irradiated cervical 
cancer, in 12.8 per cent of which rectal injury, and in 
4 per cent of which fistulas occurred. 

In the first case of bladder injury 8,016 mgm.-hr. 
of radium irradiation in 8 treatments in the course 
of fourteen months and 2 intensive courses of roent- 
gen therapy were given. Twenty-one months after 
the beginning of the treatment, bladder hemorrhages 
occurred. Cystoscopic examination revealed vas- 
cular changes above the interureteral ligament, 
between the ureteral openings. The changes slowly 
became more marked. They reached their maximum 
severity after five years and then regressed slightly. 

In the second case, the administration of 4,100 
mgm.-hr. of radium irradiation in 1930 was soon 
followed by slight vascular disturbances with blad- 
der hemorrhages. In 1933, 1,100 mgm.-hr. of radium 
irradiation was given because of a recurrence. This 
additional irradiation caused the formation of blad- 
der ulcers and of incrustations which from time to 
time were cast off as small bladder stones. The 
incrustation increased and made the bladder wall so 
inflexible that urine could not be retained and an 
operation was needed. The incrustations were re- 
moved after suprapubic cystotomy, and unguentolan 
was used to stimulate epithelialization. 

In order to determine the incidence of such severe 
irradiation injuries, which have a very unfavorable 
effect on the results of the treatment of the cancer, 
the author requires cystoscopic examinations of all 
irradiated patients as a follow-up control. 

In conclusion he states that prophylaxis by the 
avoidance of injury to the bladder remains the best 
therapy. (Krrcuorr). DANIEL G. Morton, M.D. 


Cirio, C. R., and Murray, E.: Endomyometrial 
Grafts. Experimental Studies. Application in 


Gynecology (Greffes endomyométriales. Etudes 
expérimentales. Utilization en gynécologie). Gynéc. 
et obst., 1936, 33: 156, 252. 
_ In spite of the fact that histological proof is lack- 
ing, experiments on animals have convinced the 
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authors of the existence of a myometrial gland. 
Through some hormone effect of its own, this gland 
serves to maintain ovarian function. The authors 
made a comparison between hysterectomized 
animals with intact ovaries or ovarian grafts and 
hysterectomized animals into which endomyometrial 
and ovarian grafts had been implanted. Histo- 
logical studies revealed a lesser degree of ovarian 
degeneration in the animals with myometrial grafts. 
The authors therefore assume that the myometrial 
gland is responsible for maintenance of the structure 
and function of the retained ovaries or implanted 
ovarian tissue. The grafts were placed in the 
omentum or a vein. The histological appearance of 
the grafts some months after their implantation is 
shown by photomicrographs. The best results were 
obtained when the two tissues (ovary and uterus) 
were implanted in distant parts of the body. 

In the application of these findings in the cases of 
patients subjected to hysterectomy the grafts were 
placed in the upper part of the internal saphenous 
vein after scarification of the endothelial lining of 
the vessel. This site was chosen because of its 
abundant nerve supply, blood supply, and endothe- 
lial elements, and the ability of the vein to expand 
when the grafted tissue swells during its cyclical 
activity. After exposure of from 6 to 8 cm. of the 
vein both ends of the exposed portion were ligated. 
Afferent veins were also ligated. The main vein 
was then opened between the ligatures, its lumen 
surface gently scarified, and a graft of endomyome- 
trium or ovary from 3 to 4 cm. long introduced and 
fixed with fine catgut sutures. 

When hysterectomy was performed with preserva- 
tion of the ovaries only endomyometrial grafts were 
implanted, but when the uterus and both ovaries 
were removed ovarian as well as endomyometrial 
grafts were used. Both autografts and homeografts 
were employed. The authors report nine cases in 
detail. In addition, they cite four cases in which 
the operation was performed too recently for its 
results to be evaluated. In all, the results were 
good. Severe menopausal symptoms did not 
develop. Continued function of the ovary or ovarian 
graft is evidenced by the periodic monthly swelling 
of the thigh at the site of implantation of the uterine 
tissue graft. This swelling causes some discomfort, 
and in most instances edema of the legs which sub- 
sides after bed rest. To stimulate the transplanted 
tissue, the authors injected anterior pituitary sub- 
stance as well as follicular and corpus luteum hor- 
mone preparations and employed diathermy, ultra- 
violet irradiation, and superficial X-ray irradiation 
over the site of the graft. 

The optimum time for taking the endometrial 
graft is the ninth or tenth day of the cycle, the 
proliferation phase of the endometrium. Homeo- 
grafts should be implanted as soon as possible after 
castration, before the other endocrine glands 
modify their activity, to compensate for the castra- 
tion effect. Absolute asepsis is necessary, of course, 
for a successful ‘‘take.”” In the use of homeografts, 
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syphilis, tuberculosis, and endometritis in the 
donor must be ruled out. Harotp C. Mack, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Rockstroh, H.: Adenomas, Cysts, and Carcinoma 
of Gartner’s Duct (Adenome, Cysten, und 
Carcinom des Gartnerschen Ganges). Zéschr. f. 
Geburtsch. u. Gynaek., 1935, 112: 95. 


The course of Gartner’s duct and the location and 
frequency of persistent portions of this duct in man 
have been carefully investigated by Meyer. It 
appears that rests of this duct are more frequent 
than is generally supposed, but often escape recog- 
nition because their morphology is little known. 
Rockstroh reports four cases in detail. 

Case 1. The patient was a woman forty-three 
years of age who had had a tumor the size of an 
egg in the lower part of the abdomen on the right 
side for six years. Menstruation had always been 
regular. The patient had had no deliveries and no 
abortions. She gave a history of steady profuse 
bleeding for four weeks. Gynecological examina- 
tion revealed a movable knobby uterus the size of a 
fist and, close to it, on the left side, a cystic tumor 
the size of a fist. Total extirpation was done by 
laparotomy. The uterus contained numerous 
myomas. Both ovaries were cystic. In che right 
ovary there was a large corpus luteum. The left 
ovary was the size of a hen’s egg and presented a 
corpus luteum hematoma. Histological examination 
revealed adenomyosis of both tubes. Under the 
papillary cervical mucosa, in the upper right por- 
tion, there was an adenoma with narrow, ramifying 
and cystically dilated gland ducts lined by an epithe- 
lium showing low cylindrical and cubical cells with 
large nuclei. In the left part of the cervix, in a 
similar location, there were several larger cysts. 

Case 2. The patient was a fifty-year-old woman 
who had had two deliveries and had passed the 
menopause ten years before she was seen by the 
author. Gynecological examination revealed para- 
metritis with contraction, pelvic indurations, cer- 
vical erosion, and a cervical polyp. The polyp was 
excised and a biopsy specimen was taken from the 
portio. Histological examination of the excised 
cervical tissue revealed glands and cysts which, in 
their cubical epithelial cells with large nuclei, differed 
sharply from the typical glands of the cervix and 
resembled the adenomatous structures of Gartner’s 
duct. 

Case 3. The patient was a woman thirty-two 
years old. Vaginal examination disclosed a multi- 
locular, cystic vaginal tumor the size of a plum, 
which blocked the introitus. The neoplasm arose 
from the anterolateral vaginal wall. It hung from 
the wall by a long pedicle with a narrow base. 
Cystoscopic examination revealed a double ureter, 
and pyelography, a double renal pelvis on the left 
side. On the right side there was a divided ureter 
with two renal pelves. The tumor was removed by 
cutting around it and shelling it out. It extended to 


the urethra, but was not adherent to the latter. 
The operative specimen showed two cysts, 8 and 12 
mm. in diameter respectively, lying side by side. 
These had a smooth inner surface and a thin outer 
covering. Microscopic examination disclosed a mus- 
cularis around the cysts. The epithelium consisted 
of one layer of cells with large dark nuclei. \ 
diagnosis of cysts of the caudal end of Gartner's 
duct was made. 

Case 4. The patient was a nullipara forty-two 
years old who had had an uninterrupted amenorrhea 
during the War for two years. She came for treat- 
ment because of a heavy yellowish discharge, 
insomnia, and loss of weight. Gynecological exam- 
ination disclosed an erosion which, on biopsy, was 
found to be benign. As the erosion did not heal in 
spite of treatment, a second biopsy was done. This 
showed ramifying but benign appearing ducts. As 
healing still failed to occur, the entire portio was 
amputated. On examination of the specimen a 
diagnosis of glandular carcinoma of Gartner’s duct 
was made by Meyer. Because of the patient’s poor 
general condition, radical operation was not con- 
sidered and only irradiation treatment was given. 
The last examination revealed a smooth vaginal 
wall without recurrence. The excised piece of portio 
showed, beneath the normal squamous epithelium, 
a thick network of richly ramifying narrow gland 
ducts with low cubical epithelial cells containing 
large nuclei, the malignant character of which was 
evidenced by an atypical appearance and exuberance 
in numerous places. 

Eight photomicrographs are presented. 

(SCHILLER). DantEL G. Morton, M.D. 


Novak, E., and Gray, L. A.: Clinical and Patho- 
logical Differentiation of Certain Special 
Ovarian Tumors. Am. J. Obst. & Gynec., 1936, 
31: 213. 

While precocious puberty may be due to various 
other endocrine lesions, the occurrence of this syn- 
drome in association with an ovarian tumor should 
at once lead to the suspicion of a granulosa-cell 
tumor. This suspicion will usually be proved cor- 
rect. When curettage in cases of uterine bleeding 
occurring in women long after the menopause yields 
a typical endometrial hyperplasia, a granulosa- 
cell carcinoma should be suspected even if, as in 
very stout patients, the lesion cannot be felt. Ifa 
tumor can be palpated, the suspicion becomes 
almost a certainty. 

During reproductive life the symptoms produced 
by granulosa-cell cancer, aside from those of ovarian 
tumors in general, are similar to those characterizing 
the more common type of hyperestrinism. Men- 
struation is usually excessive, often irregular, and 
sometimes normal, and long periods of amenorrhea 
are not uncommon. 

While in most cases the microscopic examination 
of granulosa-cell cancer can be made from the mor- 
phological and growth characteristics of the granu- 
losal cells, many such cancers will be overlooked 
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unless one is familiar with the numerous patterns 
produced by the connective tissue changes and the 
apparent intermutability of the epithelial and con- 
nective derivatives of the progranulosal ovarian 
mesenchyme. 

Arrhenoblastoma should always be suspected 
when an ovarian tumor is demonstrated in a woman 
who, previously of the normal feminine type, has 
exhibited symptoms of defeminization or masculini- 
zation. 

Dysgerminoma, on the other hand, often occurs 
in sexually subnormal or pseudo-hermaphroditic 
persons. As it has nothing to do with the production 
of manifestations of sexual subnormality or pseudo- 
hermaphroditism, the latter do not regress after its 
removal. 

The Brenner tumor of the pure or solid type is 
readily recognizable, but the fact that the same 
histogenetic factor is concerned in the more and more 
frequently reported fibroma ovarii adenocysticum 
and also in at least a small proportion of serous and 
pseudomucinous cystadenomas must be borne in 
mind. 

The usual block or two made from ovarian tumors 
for pathological study is often not sufficient for 
recognition of the nature of the neoplasm. In the 
study of many tumors, such as those which are dis- 
cussed in this article, examination of sections from 
many parts of the growth is always desirable and 
very often essential for diagnosis. 

Epwarp L. Cornet1, M.D. 


Szathmary, Z.: The Clinical Significance of Malig- 
nant Ovarian Tumors (Ueber die klinische Bedeu- 
tung der boesartigen Eierstockgeschwuelste). Orvos- 
képsés, 1935, 25: 221. 

During the last sixteen years 222 cases of ovarian 
carcinoma have been observed at the Second Gyne- 
cological Clinic of the University of Budapest. 
These constituted 9 per cent of the cases of genital 
carcinoma and 1.15 per cent of all cases of gyne- 
cological conditions. The author discusses only 
the 193 cases-in which the malignant degeneration 
was proved histologically. These constituted 19.2 
per cent of the total number of cases of ovarian 
tumors. 

Among the less common varieties of carcinoma 
were 17 granulosa-cell tumors, 5 round-cell carci- 
nomas, 4 Krukenberg tumors, and 9 dermoid car- 
cinomas plus (embryonal) teratoblastomas. A cystic 
carcinoma was found in 59.3 per cent of the cases. 
This was of the papillary type in 46.3 per cent, and 
of the pseudomucinous type in 13 per cent. A solid 
tumor was found in 33.3 per cent of the cases, and 
a partly cystic and partly solid tumor in 7.4 per 
cent. 

The highest mortality (68.7 per cent) occurred in 
the cases of patients who were between forty and 
sixty years of age. The average age of the patients 
with benign ovarian tumors was thirty-seven years, 
and that of patients with malignant tumors forty- 
five years. 
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While Martin and Heinrich believe that multip- 
aras develop malignant tumors more frequently 
than nulliparas, Frankl is of the opinion that the 
reverse is true. In the author’s material the inci- 
dence of such tumors was 45.2 per cent in multip- 
aras, 19.6 per cent in primiparas, and 35.2 per cent 
in nulliparas. 

With regard to bleeding anomalies, the author 
states that 33.6 per cent of the patients were in the 
menopause; 32.6 per cent had normal menstruation; 
3 per cent, dysmenorrhea; 6.5 per cent, hyper- 
menorrhea; 11.8 per cent, temporary or permanent 
amenorrhea; and 11.8 per cent menorrhagia. Gran- 
ulosa-cell tumors caused amenorrhea in 44 per cent 
of the cases. Histological examination of the 
endometrium in 5 cases of granulosa-cell tumor re- 
vealed a pronounced polypoid, glandular, and often 
cystic hyperplasia. The folliculin content of the 
urine in these cases was increased. 

Of the cases in which operation was performed, 
fluid was found in the abdominal cavity in 54 per 
cent. As a rule this was blood-tinged. Forty and 
five-tenths per cent of the ovarian carcinomas were 
bilateral. In 12 cases the ovarian carcinoma was 
associated with a uterine carcinoma; in 22 cases, 
with myomas; and in 2 cases with diffuse ade- 
nomyosis of the uterus. In 4 cases the ovarian can- 
cer was removed during pregnancy. In 1 of these, 
abortion resulted. 

Although the Téth clinic takes the view that 
laparotomy should be performed in every case of 
ovarian tumor (if necessary, under local anesthesia), 
in the course of the sixteen years reviewed 45 cases 


were observed in which clinical examination gave 
definite evidence of inoperability and made explora- 


tory laparotomy useless. Operation was radical 
(removal of the uterus and both adnexa) in 37.3 
per cent and exploratory in 16 per cent. In the 
remainder, removal of the cyst or of the ovary and 
corresponding tube was done. The primary oper- 
ative mortality was 5.2 per cent. The incidence of 
five-year cure was 31.6 per cent, and that of relative 
cure in the operable cases, 45.5 per cent. Of the 
patients with a unilateral tumor, 60.8 per cent, and 
of those with bilateral tumors, 18.7 per cent re- 
mained well for five years. The latter were sub- 
jected to radical operation because of the bilateral 
involvement. Of the patients with a unilateral 
tumor who were treated by radical operation, 63 
per cent, and of those treated by conservative opera- 
tion, 66 per cent, were cured. 

From the results the author concludes that in 
the cases of young childless women with a unilateral 
pseudomucinous cystic carcinoma or granulosa-cell 
tumor conservative operation is to be preferred, but 
in cases of dysgerminoma or solid, papillary, or 
dermoid carcinoma, radical operation should be done 
even when the condition is unilateral and the 
patient is young. He believes that in the excellence 
of the results in the reviewed cases prophylactic 
roentgen therapy was an important factor. 

(Sommer). Danret G. Morton, M.D. 
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Nitta, Y.: Female Sex Hormone and Malignant 
Tumors. I. The Effect of Castration on Malig- 
nant Tumors. II. The Effect of Ovarian 
Hormones on Malignant Tumors. Follicular 
Hormone. Jap. J. Obst. & Gynec., 1936, 19: go. 

The function of the endocrine glands is intimately 
related to growth in the immature animal. Since 
tumor cells have much in common with immature 
tissues, it has been suggested that the generation 
and growth of tumors may also be related to the 
endocrine glands. As the ovary occupies an impor- 
tant place in endocrine relationships, the author 
attempted to determine the effect of the sex hormone 
on malignant tumors. He states that others have 
investigated this relationship without being able to 
arrive at findings which agree. 

In the first part of his investigation, Nitta com- 
pared the rate of tumor growth in castrated female 
rats with that in non-castrated female rats. Duplicate 
experiments were performed on mature (130 gm.) 
and immature (70 gm.) animals. Both the Flexner- 
Jobling rat cancer and the rat sarcoma of Fujinawa 
were used. Measurements were made every other 
day from the eighth to the twenty-sixth day inclu- 
sive after the transplantation and were expressed 
as the sum of the length, width, and thickness. To 
rule out the general effect of operation, tumor growth 
was measured in rats from which the periodphoral 
fat had been removed, but not the ovaries. Nitta’s 
figures show a definitely slower rate of growth for 
both tumors in the castrated animals, although it was 
less marked in the immature than in the mature 
animals. The apparent inhibition started almost 
at once and became more definite as time went on. 
Figures for the group operated upon without 
odphorectomy were comparable with those for the 
non-castrated animals. In a repetition of these 
experiments, in which castration was done after 
the tumors had reached a certain size, the rate of 
growth in the castrated animals became slower 
almost immediately. 

In the second part of his investigation the author 
studied the effect of the injection of follicle hormone 
on the growth of transplanted tumors. The prepara- 
tion of follicle hormone employed was pelanin, a 
Japanese product of known strength and purity. 
Simultaneously with the transplantation of the 
tumor from 10 to 50 m. u. of the pelanin were in- 
jected subcutaneously. Thereafter, the injection 
was repeated twice daily for seventeen days in the 
cases of some of the animals and for the full twenty- 
six days in the cases of others. One group of con- 
trols was injected with an equal amount of physio- 
logical saline solution and another group with 
‘‘burnt ash” follicle hormone solution. Both cas- 
trated and non-castrated animals were used. In 
all of the animals injected with follicle hormone the 
tumors showed a definite inhibition of growth when 
compared. with both of the control groups, which 
latter reacted similarly. The effect was more marked 
in the castrated animals and in those receiving larger 
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amounts of the hormone. In order to determine 
whether the inhibitory effects may have been due 
to secondary changes in the animal produced by the 
follicle hormone, the groundup tumor was mixed 
with follicle hormone solution for twenty-four hours 
and the hormone extracted (by the author’s own 
method, not detailed) before the transplantation 
was done. In the cases of the controls, the tumor was 
treated with physiological salt solution before trans- 
plantation. The growth of the tumors treated with 
follicle hormone was slower than that of the con- 
trols, but the difference was not so marked as when 
follicle hormone was injected into the animal. The 
author therefore admits that secondary effects may 
have played a part in the inhibition. The effects 
were more marked for the sarcoma than for the 
carcinoma. DanteL G. Morton, M.D. 


Van Tongeren, F. C.: The Value of Sounding the 
Uterus in the Treatment of Sterility (Sur la 
valeur du sondage utérin dans le traitement de la 
stérilité). Gyn ‘c. et obst., 1936, 33: 239. 

The author has treated 150 cases of sterility in the 
female. Eighty-five of them he treated by the simple 
procedure of introducing a sound into the uterus. 
As a result of this treatment, 52.2 per cent of 67 
women who had been sterile for more than two 
years and 35.6 per cent of 39 with primary sterility 
became pregnant. Pregnancy took place soon after 
the treatment. Of the women who had been sterile 
for more than two years, 41.8 per cent, and of those 
with primary sterility, 23 per cent, became pregnant 
within six months. The described treatment was of 
value also in sterility associated with retrodisplace- 
ment of the uterus. Of 11 women treated unsuccess- 
fully with a pessary to correct the retroversion, 5 


‘ became pregnant after sounding of the uterus. 


The author recommends sounding of the uterus 
for cases in which no absolute cause for the sterility 
can be demonstrated by pelvic examination. The 
technique is simple, and, when carried out with 
precautions for asepsis, without danger. It is contra- 
indicated by symptoms indicative of inflammation 
such as pain, an abnormal discharge, and erosion. 
Bilateral salpingitis, of course, renders it of no avail. 

The most favorable time for the procedure is 
about the tenth day of the cycle—before, rather 
than after, ovulation. At this time the chances are 
most favorable for immediate results and there is 
little risk of interrupting an early pregnancy. The 
authors attribute the good results to dilatation of 
both the external and the internal os. Strictures at 
these points frequently cause sterility as they pre- 
vent adequate uterine drainage (menstrual blood, 
cervical secretions). Stagnating secretions, such as 
are present especially in the infantile uterus with an 
elongated cervix and in certain uteri with retro- 
displacement," destroy the spermatozoa. 

When sterility persists for more than six months 
after this\treatment, sperm examination, salpingog- 
raphy, and transuterine insufflation are advisable. 
The author emphasizes that too definite conclusions 
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should not be drawn from a single sperm examina- 
tion as pregnancy has been known to occur in 
women whose husbands had been considered sterile 
because a single semen examination had shown 
paucity or absence of motile spermatozoa. He 
believes that insufflation and salpingography may 
have a therapeutic effect by breaking down mild 
tubal adhesions. Salpingostomy, stomatoplasty, 
and other plastic procedures are occasionally suc- 
cessful. Van Tongeren recommends endocrine 
therapy, but apparently is not enthusiastic about it. 
Haroip C. Mack, M.D. 


Salvini, A.: Non-Protein Nitrogen, Amino-Acid 
Nitrogen, and Blood Chlorides After Gyne- 
cological Operations (Azotemia, polipetidemia e 
cloremia dopo operazioni ginecologiche). Gine- 
cologia, 1936, 2: 121. 

Salvini found that following gynecological laparot- 
omies there is an increase in the non-protein nitro- 
gen and amino-acid nitrogen and a marked fall in 
the chlorides of the blood. These changes occur 
within the first twenty-four hours and are mostly 
marked at about the third day. The physiological 
levels are reached not later than the seventh day. 
The degree of the changes is roughly proportional 
to the gravity and duration of the operation and 
the type of anesthesia induced. Ether anesthesia 
produces more pronounced changes than spinal anes- 
thesia. 

Salvini believes that the increase of the non- 
protein nitrogen in the blood is due primarily to an 
excessive production of nitrogenous products caused 
by tissue destruction at the site of the operation. 
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The increase in the amino-acid nitrogen he ascribes 
to incomplete transformation into urea of the poly- 
peptides liberated at the site of tissue destruction. 
He attributes the decrease in the blood chlorides to 
the fact that chlorides are required in large amounts 
by traumatized and contused tissue for the main- 
tenance of antitoxic, trophic, and protective pro- 
cesses. 

These changes are due partially also to a hepato- 
renal insufficiency which follows surgical interven- 
tions. This insufficiency at first is rather marked 
but becomes compensated within a few days after 
the operation. 

With regard to the clinical value of determina- 
tions of the non-protein nitrogen, amino-acid 
nitrogen, and chloride content of the blood, the 
author believes that pre-operative determination of 
the urea nitrogen is imperative because the urea 
nitrogen is an index of the patient’s protein metabo- 
lism and her general surgical resistance. Post- 
operative determinations of the non-protein nitro- 
gen are of less importance because the observed 
changes do not always indicate the presence of cer- 
tain complications. Exceptions, of course, are cases 
with renal involvement. 

Of greater importance is the determination of the 
amino-acid nitrogen because it throws light upon 
the detoxifying power of the liver. 

Postoperative determination of the blood chlo- 
rides is essential because in this way sudden and 
marked falls of this blood component will be 
promptly detected and serious complications may 
be prevented by the administration of salt solution. 

RicHarp E. SomMa. 
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PREGNANCY AND ITS COMPLICATIONS 

Dolff, C.: A Report of Follow-Up Investigations on 
the Visscher and Bowman Chemical Reaction 
of Pregnancy (Bericht ueber einige Nachunter- 
suchungen der chemischen Schwangerschaftsreak- 
tion von Visscher und Bowman). Zentralbl. f. 
Gynaek., 1935, Pp. 2901. 


The Visscher and Bowman test for pregnancy 
is carried out as follows: 

A drop of a 1 per cent solution of hydrogen perox- 
ide, 5 drops of a 1 per cent solution of phenylhy- 
drazine hydrochloride solution, 5 drops of a 5 per 
cent aqueous solution of methyl cyanid, and 5 drops 
of a concentrated solution of hydrochloride acid are 
added to 1 c.cm. of urine of the woman to be tested. 
This mixture is then heated on a boiling water bath 
for twenty-five minutes. The reaction is positive if 
a reddish-brown discoloration with a  floccular 
precipitate appears. If a straw-yellow color appears 
and the precipitate is powdery, or if no precipitate is 
formed the reaction is to be considered negative. 

Although the author does not wish to draw definite 
conclusions from his investigations as yet, it appears 
to him that the test is of great value. In cases of 
advanced pregnancy he obtained correct results in 
96.08 per cent; in cases of early pregnancy, in 94.45 
per cent; and in cases of extra-uterine pregnancy, in 
81.82 per cent. As a positive result was always ob- 
tained in the presence of pregnancy, a negative 
result may be considered proof that the woman is 
not pregnant. (Hvuessy). Lovuts NEuwe tt, M.D. 


Bartholomew, R. A., and Kracke, R. R.: The Prob- 
able Réle of the Hypercholesteremia of Preg- 
nancy in Producing Vascular Changes in the 
Placenta Predisposing to Placental Infarction 
and Eclampsia. Am. J. Obst. & Gynec., 1936, 31: 
549. 


Hypercholesteremia of pregnancy is probably a 
normal physiological response to meet the require- 
ments of rapid cell growth in the fetus and prepare 
for lactation. Excessive hypercholesteremia of preg- 
nancy is probably due to hyperpituitary or hypo- 
thyroid activity and is favored by a diet rich in 
cholosterol-contaiping foods. 

Hypercholesteremia is probably the fundamental 
basis of the toxemias of pregnancy. The nausea and 
vomiting of pregnancy are probably due to an in- 
creased secretion of cholesterol into the bile before 
the cholesterol is stored in the reticulo-endothelial 
system. 

Excessive storage of cholesterol in the liver in the 
first half of pregnancy is probably the cause of the 
excessive fatty change in the periphery of the liver 
lobules with subsequent central necrosis in the inner 
zone of the lobules which is so consistently found in 


fatal cases of pernicious vomiting of pregnancy. kx 
cessive storage in the placental arteries with result 
ing vascular changes is the predisposing cause of in- 
farction in the placenta. 

Thrombosis or rupture of a placental artery oc- 
curring either spontaneously or produced by the 
trauma of fetal movements is the exciting cause of 
acute infarction in the placenta. Acute or subacute 
infarction in the placenta results in autolysis of the 
affected tissue with the liberation of peptone, guani- 
dine, and histamine as toxic split products of pla- 
cental protein. The amount and location of the in- 
farction, the degree of vessel obstruction, and the 
rapidity of autolysis determine whether pre-eclamp- 
sia of mild or severe degree, eclampsia, or abruptio 
placentz will occur. 

If hypercholesteremia is the fundamental basis of 
the toxemias of pregnancy, prophylaxis should be 
directed toward neutralizing the effect of the ex- 
cessive secretion of cholestrol into the intestinal 
tract through the bile and preventing the excessive 
storage of cholesterol in the endothelial system by 
the administration of thyroid extract or iodine and 
restriction of the use of fats and cholesterol-contain- 
ing foods during pregnancy. 

Epwarp L. CorneELL, M.D. 


Reeb and Irrmann-Wehrung: Appendicitis and 
Pregnancy (Appendicite et gestation). Gynécologie, 
1936, 35: 129. 

Of 17,265 obstetrical cases on the authors’ 
service, appendicitis occurred in 23 (1.33 per cent). 
The authors discuss the clinical aspects of appen- 
dicitis developing in: (1), the first five months of 
pregnancy, (2) the last four months of pregnancy, 
and (3) the puerperium. 

During the first five months of pregnancy the 
signs and symptoms of appendicitis do not differ 
greatly from the classical signs and symptoms. The 
differential diagnosis is often difficult. Twisting of 
an ovarian cyst, acute salpingitis, endometritis, 
and pyelitis must be ruled out. The surgical tech- 
nique is usually not difficult. The McBurney in- 
cision is recommended. To prevent abortion, care 
must be taken to avoid touching the uterus. A 
drug of value for the prevention of abortion is 
spasmalgine. 

During the last four months of pregnancy the 
diagnosis of appendicitis becomes much more 
difficult because the symptoms are less typical and 
the cecum is displaced by the gravid uterus. The 
prognosis is more grave, and the surgical approach 
more arduous. In some cases the uterus must be 
exteriorized or emptied (cesarean section) before 
the appendix can be reached. A midline incision is 
of course necessary. If generalized peritonitis is 
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present, a supravaginal hysterectomy should be per- 
formed after the cesarean section. Both vaginal 
and abdominal drains should be introduced. If the 
uterus is not emptied, spasmalgine should be given 
to prevent miscarriage. In all cases of gangrene, 
perforation, and peritonitis, serum therapy should 
be instituted. The serum should be injected into 
the abdominal cavity as well as intramuscularly. 

In appendicitis occurring early in the puerperium 
puerperal sepsis is usually suspected and as a rule 
the diagnosis is not made until late after peritonitis 
has developed. 

The authors are of the opinion that pregnancy, 
although not predisposing especially to appendicitis, 
favors the recurrence of chronic appendicitis. This 
is true especially during the first four months. 
Hence they advise prophylactic appendectomy be- 
fore marriage in the case of every young girl who 
has had an attack of appendicitis. 

Haroitp C. Mack, M.D. 


Bugnard, L., Colombies, H., and Guilhem, P.: 
Studies on Cholesterolemia in the Course of 
Pregnancy (Recherches sur la cholesterolemie au 
cours de la grossesse). Gynec. et obst., 1936, 33: 340. 


Various theories have been presented to account 
for the hypercholesterolemia of pregnancy. The 
theory of a suprarenal genesis and the theory of a 
placental genesis have been questioned. The de- 
mands of the fetus for cholesterol do not seem suffi- 
cient to explain the condition as the fetus requires 
only about 0.50 gr. of cholesterol per day for about 
a month, and no relationship between the fetal and 
maternal cholesterol has been demonstrated at 
birth. The increase in the cholesterol content of the 
blood has been attributed also to slight hepatic 
insufficiency, changes preliminary to lactation, and 
the increased fat metabolism of pregnancy. By 
some, it is considered a defense reaction to slight 
intoxication. 

The authors studied the cholesterol content of the 
blood plasma and corpuscles and the ratio of cor- 
puscular volume to blood volume in the cases of 106 
pregnant women. From their findings they conclude 
that in pregnancy there is a slight increase in the 
cholesterol content of the whole blood. This increase 
is not constant and does not appear until the last 
months. On the other hand, a progressive increase 
in the cholesterol content of the plasma and a 
simultaneous decrease of the cholesterol content of 
the erythrocytes may be noted from the beginning 
of pregnancy. These changes are very marked in 
the last months of pregnancy and constitute a 
phenomenon which differs from the very slight 
fluctuations observed in the whole blood. During 
the course of pregnancy there occurs a displacement 
of the erythrocyte cholesterol to the plasma. Nor- 
mally, the cholesterol content of the erythrocytes is 
definitely greater than the cholesterol content of the 
plasma. In pregnancy, frequently throughout its 
course and usually during the last month, the con- 
tent of cholesterol in the plasma is higher than the 
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content of the erythrocytes. On delivery, normal 
conditions are restored immediately. The cholesterol 
content of the plasma falls and the erythrocyte 
cholesterol rises. During the first days after de- 
livery the plasma cholesterol again rises and the 
erythrocyte cholesterol again falls. This phenome- 
non was observed in 28 cases in which blood speci- 
mens were taken during pregnancy, at delivery, and 
ten days after delivery. A smaller displacement of 
the plasma and erythrocyte cholesterol was noted 
in 2 dogs. 

The authors interpret the changes observed as 
physical phenomena related to the maintenance of 
physicochemical humoral equilibrium. They regard 
them as an exaggeration of the normal differences 
between erythrocyte and plasma cholesterol which 
may be explained by the cellular respiratory exertion 
of the woman due to the life and formation of the 
fetus. The tendency toward humoral acidity in 
pregnant women may be interpreted similarly. 

In all of the reviewed cases there appeared during 
the pregnancy a diminution in the ratio of corpus- 
cular volume to whole blood volume. 

EpItH SCHANCHE Moore. 


LABOR AND ITS COMPLICATIONS 


Spademan, L. C.: The Réle of the Amniotic Sac 
in Labor. Am. J. Obst. & Gvnec., 1936, 31: 645. 


Recent literature on artificial rup-ure of the 
membranes indicates that it is an efficient method 
for the induction of labor; that it shortens labor to 
approximately from ten to twelve hours in the cases 
of primiparas and to from five to seven hours in the 
cases of multiparas; that it does not increase ma- 
ternal morbidity or fetal mortality; and that it does 
not cause dystocia. 

In a study of 1,000 consecutive cases of normal 
full-term pregnancy with vertex presentation it was 
found that when rupture of the membranes occurred 
spontaneously the average length of labor was 
twelve and nine-tenths hours in the cases of primi- 
paras and five and nine-tenths hours in the cases 
of multiparas. When the membranes were rup- 
tured artificially the corresponding averages were 
thirteen and six-tenths and six and three-tenths 
hours. It therefore appears that rupture of the 
membranes does not markedly affect the length of 
labor of primiparas or multiparas, and that arti- 
ficial rupture of the membranes in either the first 
or the second stage of labor neither prolongs nor 
expedites labor. 

The incidence of elevation of the temperature to 
100.4 degrees F. on one or more days after delivery 
was 16 per cent both following artificial rupture and 
following spontaneous rupture of the membranes. 
Fever was more frequent, however, in the cases of 
primiparas than in those of multiparas. This may 
be accounted for by the greater frequency of opera- 
tive delivery in the cases of primiparas regardless 
of the cause and time of the rupture of the mem- 
branes. 
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In the cases of both primiparas and multiparas 
the incidence of operative delivery was essentially 
the same regardless of the time or cause of rupture 
of the membranes. 

The fetal mortality following artificial rupture of 
the membranes for the induction of labor was not 
increased, being 1.7 per cent as compared with a 
mortality of 1.6 per cent in all cases considered. 

The findings of this investigation support the 
author’s clinical impression that textbook figures 
for the length of labor of primiparas and multiparas 
require revision. Epwarp L. Cornett, M.D. 


Essen-M oller, M. E.: The Influence on Labor of 
Premature Rupture of the Membranes (La 
rupture prématurée des membranes a-t-elle une 
influence sur la marche du travail?). Acta obst. et 
gynec. Scand., 1936, 16: 1. 


The author has investigated 1,000 cases of pre- 
mature rupture and 300 cases of artificial rupture 
of the membranes. His findings are summarized as 
follows: 


PREMATURE SPONTANEOUS RUPTURE 


1. Premature spontaneous rupture of the mem- 
branes is more frequent in pluriparas than in 
primiparas. 

2. After its occurrence labor is shorter in the 
cases of both primiparas and pluriparas than labor 
in general. 

3. The incidence of infection after its occurrence 
is no higher than the incidence of infection in labors 
in general. 

4. When infection develops after premature 
spontaneous rupture of the membranes, fever is 
more frequent after interventions than after spon- 
taneous delivery. 

5. The frequency of interventions is greater in 
cases of premature spontaneous rupture of the 
membranes than in deliveries in general. 

6. The maternal and the infant mortality are no 
greater than after deliveries in general. 

7. The incidence of prolapse of the umbilical 
cord is no greater than in labors in general. 


PREMATURE ARTIFICIAL RUPTURE 


1. After artificial rupture of the membranes the 
incidence of infection is greater than after sponta- 
neous rupture and after labors in general. 

2. The frequency of interventions is greater than 
in labors in general, especially in the cases of 
primiparas. 

3. The maternal and infant mortality is higher 
than after spontaneous rupture of the membranes 
and in labors in general. To a great degree this 
fact is due to the condition of the mother which 
necessitated the intervention and to the prematurity 
of the infant at the time of the intervention. 

It is evident therefore that the old fear of pre- 
mature rupture of the membranes is not justified. 
However, it must be emphasized that premature 
rupture of the membranes, especially if it is brought 
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about artificially, may be followed by serious con- 
sequences for the mother and child in a certain 
number of cases. Therefore artificial rupture should 
be done only when it is definitely indicated. The 
routine use of this procedure to hasten labor, which 
is recommended quite frequently in present-day 
obstetrical literature, is to be rejected. 


De Sa, H.: Rupture of the Vagina During Labor 
(Le colporrhexis au cours du travail). Gynéc. et 
obst., 1936, 33: 183. 

Vaginal rupture usually occurs in the anterior or 
posterior portion of the vagina as the result of an 
obstruction causing dystocia by narrowing the 
inferior strait, a tumor, or atresia and cicatricial 
contractions of the vaginal orifice. It often remains 
unrecognized until hospitalization is necessitated by 
hemorrhage. In the majority of the cases reported 
in the literature there was an associated rupture of 
the lower segment of the uterus, the vaginal rupture 
being an extension of cervical lacerations resulting 
from instrumental or manual operations. Primary 
rupture of the vagina without involvement of the 
lower uterine segment is rare. 

The weakest part of the vagina is the portion 
which is in contact with the peritoneum of the cul-de- 
sac of Douglas. It is in this region that posterior 
vaginal rupture may occur. The occurrence of 
vaginal rupture is favored by anomalies of develop- 
ment of the vagina and by trauma during delivery 
due to abnormal presentations. 

The author reports two cases of spontaneous 
primary rupture of the vagina. 

The first case was that of a Hindoo primipara 
twenty years of age who had had an entirely normal 
pregnancy. The patient was admitted to the hos- 
pital with the fetal head appearing at the anus. 
Precipitate delivery of a living child weighing 5 lbs. 
occurred shortly after her admission. Examination 
revealed a T-shaped laceration of the posterior 
vaginal wall extending 6 cm. upward from the anus 
to a transverse tear 5 cm. long in the posterior 
vaginal wall. The cul-de-sac and cervix were not 
lacerated. Repair of the tear was followed by un- 
eventful recovery. Further examinations revealed 
no uterine, vaginal nor pelvic anomalies. As the 
entire labor lasted only forty-five minutes, the 
author ascribes the accident to violent uterine con- 
tractions which forced the fetal head vertically 
downward into the rectum instead of permitting 
the usual mechanism which allows the head to follow 
the direction of the birth canal. A subsequent 
pregnancy terminated normally. 

The second case was that of a para-9 who entered 
the hospital with severe pain, anxious facies, a pulse 
of 116, a respiratory rate of 24, and a temperature 
of 98.4 degrees F. The abdomen was extremely 
tender, particularly in the hypogastrium. A cystic 
mass was palpable at this point. Fetal heart tones 
were absent. Vaginal examination revealed a com- 
pound cephalic presentation. The right arm was 
close to the right ear anteriorly, and the toes could 
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be felt posteriorly. A diagnosis of impending 
uterine rupture due to fetal incarceration was made, 
and craniotomy was decided upon. Further explora- 
tion disclosed a transverse rupture of theanterior 
vaginal wall with the fetus in the abdominal cavity. 
Laparotomy confirmed this finding. Immediate 
hysterectomy was performed. The patient died 
subsequently of pneumonia. The author ascribes 
the rupture to relaxation of the abdominal and 
uterine muscles causing backward displacement of 
the left fetal arm such that, during uterine contrac- 
tion, the elbow was pushed through the anterior 
vaginal wall. The bladder was not injured. The 
history of this case is supplemented with illus- 
trations. Haroitp C. Mack, M.D. 


Caffaratto, T. M.: Statistical Study and Clinical 
Considerations of Sixty-One Cases of Brow 
Presentations (Rilievi statistici e considerazioni 
cliniche su sessantun casi di parti per la fronte). 
Ginecologia, 1936, 2: 189. 

Caffaratto states that formerly brow presenta- 
tions were considered variants of vertex presenta- 
tions. Today it is thought that they are a distinct 
type of presentation. In 39,643 deliveries reviewed 
by the author with special reference to brow pre- 
sentation the incidence of the latter was about 1.53 
per mill. The total fetal mortality in the cases of 
brow presentation was 39.3 per cent, the absolute 
fetal mortality 37.7 per cent, and the relative fetal 
mortality 19.6 per cent. The maternal mortality 
was practically nil, but the incidence of puerperal 
infection was 11.4 per cent. 

The most common maternal causes of brow pre- 
sentation appeared to be anomalies of the pelvis, 
particularly flat pelvis, the most common fetal 
causes, tumors of the neck, hydrocephalus, twin 
pregnancy, macerated fetus; and the most common 
miscellaneous causes, hydramnios and premature 
rupture of the membranes. The relation between 
the diameter of the pelvis and the diameter of the 
fetal head was also found to be of considerable 
etiological importance. 

Conditions affecting the prognosis unfavorably 
are primiparity, especially in older women, con- 
tracted pelvis, and premature rupture of the mem- 
branes. 

Spontaneous delivery occurred in 47.5 per cent of 
the total number of reviewed cases and in 58.5 
per cent of those of multiparas, with an absolute 
mortality of 13.37 per cent. Forceps were applied 
in 40.9 per cent with a relative mortality of 40 per 
cent, and version was performed in 10 per cent with 
a relative mortality of o per cent. 

Caffaratto states that early diagnosis is essential, 
and that as soon as a brow presentation is recognized 
the patient should be hospitalized because, on ac- 
count of the high fetal mortality, this complication 
should be treated like any other severe dystocia and 
in some cases cesarean section may be necessary. 

Placenta previa, contracted pelvis, and primi- 
parity in older women are indications for cesarean 
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section. However, a correct clinical and roent- 
genological diagnosis is essential because of the high 
incidence of fetal malformation in this type of 
dystocia. 

Prophylactically it is advisable to perform a 
podalic version rather than to attempt to convert 
the brow presentation into a face or vertex presenta- 
tion, but because of the relatively high incidence of 
spontaneous delivery and spontaneous correction 
of the presentation, the author recommends watch- 
ful expectancy. If intervention is necessary and the 
conditions are suitable, version or forceps application 
should be attempted. 

If forceps application fails and the baby is 
living, the patient should be delivered by extra- 
peritoneal cesarean section if she is in a hospital. 
In private practice, embryotomy should be con- 
sidered. When the fetus is dead, embryotomy is 
indicated. RicHarD E. Soma. 


PUERPERIUM AND ITS COMPLICATIONS 


Giudici, E.: A Clinical Note on the Postpartum 
Extraction of a Large Fibroma from the Uterine 
Cavity, with Considerations of the Relation- 
ships Between Uterine Fibromas and the Puer- 
perium and the Treatment of These Tumors 
(Nota clinica a proposito dell’estrazione postpartum 
diun grosso fibroma dalla cavita dell’utero, con alcune 
considerazioni sui rapporti tra fibromi uterini e stato 
puerperale e sulla loro terapia). Ginecologia, 1936, 
2: 257. 

Giudici reports the case of a secundipara twenty- 
seven years old who came to the clinic complaining 
of acute abdominal pain with elevation of the tem- 
perature. Abdominal examination revealed a uterus 
about the size of a six months’ pregnancy and four 
fibroid masses the size of chestnuts which were 
apparently developing intramurally. One of the 
tumors was in the anterior wall of the uterus, two 
were growing toward the fundus, and the fourth was 
in the left lateral wall. The pregnancy was allowed 
to continue. At examination when labor began at 
term it was found that the tumors had enlarged to 
the size of an orange, but were considerably less 
firm than formerly. 

The fetus was in longitudinal lie with a right 
occiput-posterior presentation. After a nine-hour 
labor the patient was delivered of a living, full term 
male infant. Four hours after delivery of the 
placenta she began to bleed and expelled larger 
masses of clotted blood. 

As the hemorrhage continued, exploration of the 
uterine cavity was attempted. With a hand in the 
uterus the author felt an ovoid mass the size of an 
orange which was freely movable in the uterine 
cavity. The tumor was peeled off manually from 
its base, much like a placenta, and extracted from 
below. 

When sectioned, the specimen showed in its sub- 
stance two areas of necrotic degeneration. 

Following the application of ice bags to the abdo- 
men and the administration of ergot, the bleeding 
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stopped promptly and the patient made an unevent- 
ful recovery. Later examinations revealed a gradual 
diminution in the size of the three remaining 
fibroids. 

The author believes that the pain crises were due 
essentially to tension of the tumor capsule following 
imbibition of the fibromyomatous tissue, and that 
this edematous condition was responsible also for 
disturbances of the blood supply followed by degen- 
erative processes within the tumor mass. 

In discussing the course of events which led to 
the extrusion of the intramural fibroid, the author 
emphasizes that labor seems to favor this process. 
Because of the contractions of the uterus before and 
after labor intramural tumors may often become 
extruded. However, such extrusion sometimes 
occurs in the absence of pregnancy. 

Giudici concludes that in the cases of women with 
fibroids who bleed during the puerperium moderate- 
ly or excessively, the uterine cavity should be ex- 
plored before any other therapeutic measure is 
considered, and if conditions permit the tumor mass 
should be removed manually. RicHarp E. Soma. 


MISCELLANEOUS 


Mandelstamm, A.: A Contribution on the Problem 
of Chorionepithelioma and Its Hormonal In- 
vestigation (Beitrag zur Frage des Chorionepi- 
thelioms und seiner hormonalen Untersuchungen). 
Arch. f. Gynaek., 1935, 160: 239. 


The author reports four cases of chorionepitheli- 
oma, in two of which hormonal studies were made 
over a considerable period of time. The first of the 
latter was characterized by variable pregnancy reac- 
tions of the urine. The patient was a woman twenty- 
three years old. In January, 1930, she had had an 
abortion in the fourth month of pregnancy, and in 
February, 1931, a normal delivery. Since April, 
1932, she had lost weight, and since August, 1932, 
had bled continuously. When her May-June men- 
strual period was five days late she was referred to a 
hospital by her attending physician because he 
suspected an intra-uterine abortion. The tissue 
removed by curettage was not examined histolog- 
ically. Three days after the curettage (September 
29) the bleeding began again and the patient’s 
general condition became considerably worse. Vagi- 
nal examination revealed an edematous hyper- 
trophied portio which was continuous with an irreg- 
ular, retroverted uterus the size of a man’s fist. 
After two days the morning urine produced a 
positive Friedman reaction. When the test was 
repeated, an anterior hypophyseal reaction III was 
again obtained. In the operative specimen the 
uterine cavity was found clear. In the posterior 
wall of the uterus there were two nodules composed 
of friable tissue engorged with blood. Microscopic 
examination showed these to be chorionepitheliomas. 
Implantation of two pieces of the tumor tissue pro- 
duced a typical anterior hypophyseal reaction III. 
On November 20, the Aschheim-Zondek reaction 
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was negative. On December tro, the Friedman reac- 
tion was again positive. On December 14, the 
Aschheim-Zondek reaction was negative, and tests 
made on December 25, 1932, and January 5 and 20, 
1933, were also negative. During the interval there 
occurred a rapid enlargement of the right ovary 
which was diagnosed as a movable, painless elastic 
cyst the size of a hen’s egg. On February 4, the 
Friedman reaction was positive. On February to, 
the Aschheim-Zondek reaction was positive in a 
dilution of 1:100. Twelve days later the swelling 
had decreased to half its previous size, and there- 
after all tests made up to January, 1934, remained 
negative. The author emphasizes the high prolan 
content of the urine in December (a positive anterior 
hypophyseal reaction I in a dilution of 1:100). As 
the patient was well a year after the last positive 
reaction, the latter could not have been due to a 
recurrence. 

The second case was one of spontaneous healing 
of a chorionepithelioma. The patient was a woman 
twenty-six years old who, three years previously, 
had given birth to a child, and nine months pre- 
viously had spontaneously expelled a hydatidiform 
mole. She entered the hospital because of bleeding 
of about two months’ duration. The uterus was 
the size of a goose egg, soft, and movable. The 
adnexa were normal. On the posterior vaginal wall 
there was a bluish-red friable nodule the size of a 
cherry. Microscopic examination of the curettings 
and of a piece of tissue from the vaginal nodule 
revealed chorionepithelioma. Two weeks later, 
following improvement in the general condition, an 
abdominal hysterectomy was performed. The 
vaginal nodule was then about the size of a lentil. 
In the ovaries there were only a few small cystic 
follicles. Careful examination of the uterus and of 
the excised vaginal nodule failed to reveal the 
slightest trace of chorionepithelioma. The opera- 
tion was followed by smooth recovery. A year later 
the patient was well. 

The third case is noteworthy because of infrequent 
profuse internal bleeding from an inoperable tumor 
of the anterior wall of the uterus associated with 
symptoms of ileus and the late appearance of the 
tumor, three years after the last normal delivery. 
The patient was a woman forty-two years old who 
had had four normal deliveries and no miscarriages. 
Her last menstruation had occurred two months 
previously. She came to the clinic because of severe 
pain in the lower part of the abdomen and loss of 
weight. On physical examination the abdomen was 
found markedly distended. Through the atrophied 
abdominal wall an immovable tumor extending 
nearly up to the umbilicus could be palpated. The 
portio, which was of normal size, appeared to merge 
directly with a fixed tumor about the size of a child's 
head. This tumor was chiefly of a doughy consist- 
ency, but in places was hard. In the posterior cul-de- 
sac and the lateral vaginal fornices a definite indura- 
tion could be made out. Exploratory laparotomy 
revealed free blood in the abdominal cavity and a 
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fixed tumor which filled the entire hypogastrium 
and was adherent to the intestines. A portion of the 
colon, the mesocolon of which was almost entirely 
occupied by the mass, was compressed by the tumor. 
[he abdomen was closed after the removal of a 
biopsy specimen and a typical colostomy. Death 
occurred three days later. At the time of the opera- 
tion it was seen that the tumor of the anterior wall 
was not connected with the endometrial cavity. 
At autopsy, a serous cyst the size of a hen’s egg was 
found in the left ovary, and metastases the size of 
peas were discovered in the liver. The diagnosis 
made on microscopic examination was chorionepi- 
thelioma. 

The fourth case was one of intra-uterine mole in 
which a metastatic chorionepithelioma developed in 
the vagina and a chorionepithelioma of the uterus 
developed immediately after evacuation of the 
uterus or possibly during the mole pregnancy. The 
patient was a woman forty-three years old who was 
admitted to the hospital because of severe bleeding 
which occurred one month after a missed menstrual 
period. Previously, menstruation of five or six 


days’ duration had occurred regularly every four 
weeks. The woman had had ten normal pregnancies, 
two of which were twin pregnancies, and, seven 
years previously, an induced abortion without 
complications. In the anterior part of the vagina, 
to the right of the midline, a bluish-red nodule the 
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size of a cherry was found. The cervical canal ad- 
mitted a finger. The uterus was the size of a two 
and a half months’ pregnancy. Both ovaries were 
enlarged. Curettage revealed a hydatidiform mole. 
Four days after the curettage the vaginal nodule 
became necrotic. Biopsy showed the nodule to be a 
chorionepithelioma. Twelve days after the curet- 
tage, profuse hemorrhage occurred again. A second 
curettage was therefore done, but only small pieces 
of mucosa were obtained. The following day total 
extirpation of the uterus and resection of the ovaries 
were done because of suspected chorionepithelioma. 
On section of the uterus the endometrium was found 
changed into friable, bluish-red shreds, and invasion 
of the myometrium in two places to a depth of 1 
and 0.5 cm. respectively was observed. Convales- 
cence was uneventful. The marked anemia was 
treated by the daily administration of 100 gm. of 
raw liver. When the patient was discharged the 
wound in the vagina was healed. The ovaries were 
still enlarged. Two months later prophylactic 
roentgen irradiation was administered to the pelvis. 
Three months after the operation the anterior 
pituitary reaction I was positive in one of the test 
animals and reactions II and III were negative in all. 
The author emphasizes the excellent result of the 
treatment with liver, which resulted in an eosino- 
philia of 43 per cent. 


(BANTECKI). ALBERT MATHIEU, M. D. 
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ADRENAL, KIDNEY, AND URETER 


Beer, E.: Coccic Infections of the Renal Cortex. 
J. Am. M. Ass., 1936, 106: 1063. 


Beer calls attention to the various types of coccic 
infections which develop in the renal cortex and 
states that their clinical picture is totally different 
from that of bacillary infections. In bacillary in- 
fections pyuria is characteristic, whereas in coccic 
infections the urine is almost always macroscopically 
clear although microscopic examination may reveal 
some erythrocytes, a few pus cells, and some cocci. 
The coccic infection is frequently primary in the 
skin and is carried to the renal cortex by the blood 
stream. In the renal cortex it causes the formation 
of a cortical abscess or a carbuncle. 

From a review of 104 cases of coccic infections of 
the renal cortex, Beer comes to the following con- 
clusions: 

1. There is definite relationship between cortical 
abscess and perinephritic abscess. 

2. The roentgen findings are of great aid in con- 
firming the diagnosis. 

3. Injections of staphylococcus aureus vaccine 
occasionally activate a quiescent focus. 

4. The treatment should be decapsulation and 
drainage of the cortical abscess or enucleation of the 
carbuncle in situ. Nephrectomy is rarely indicated. 

FRANK M. Cocuems, M.D. 


Uriburu, J. V. J.: Recurrence of Stones After Con- 
servative Operations on the Kidney (Las 
recidivas calculosas en las operaciones conservadoras 
del rifion). Rev. med.-quirurg. de patol. femenina, 
1936, 4: I. 

In Argentina the reported incidence of recurrence 
of stones after conservative operations on the kidney 
is only 6 per cent, whereas in other countries it is 
25 per cent. The author believes that in Argentina 
a large number of latent recurrences, by far the most 
common type, are not recognized because patients 
are often not followed up properly after operation. 

In many cases of supposed recurrence the symp- 
toms are due to stones left at operation. To assure 
the removal of all stones, systematic roentgen con- 
trol before, during and after the operation is in- 
dicated. 

The incidence of true recurrences can be reduced 
by thorough clinical and roentgenological study of 
the patient before operation; treatment of retention, 
a local or general infection, or a uric acid, oxalic 
acid, or phosphorus-calcium diathesis if any of these 
conditions is present; roentgen control during and 
after operation; and periodical re-examination of 
the patient after operation. 

AupREY Goss Morcan, M.D. 


Maddalena, P.: An Experimental Contribution on 
the Formation of Renal Cysts (Contribut« 
sperimentale alla produzione di cisti del rene 
Policlin., Rome, 1936, 43: sez. chir. 110. 


In addition to repeating the experiments per- 
formed by Latteri in 1929 and by Lindenfeld in 1936 
in which serous cysts of the kidney were produced by 
the subcapsular implantation of fragments of the 
ureter and renal pelvis, Maddalena performed 
similar experiments with grafts of other tissues. 
Rabbits were used, and the kidneys were examined 
at intervals ranging from fifteen to one hundred 
and twenty days after the operation. 

In ten of sixteen grafts of mucosa from the urinar\ 
tract (renal pelvis, ureter, and bladder), serous cysts 
ranging in size from that of a millet seed to that of a 
pea were produced. After from fifteen to forty days 
they consisted of a single layer of young connective 
tissue and a stratified lining of round or cylindrical 
cells. From seventy to one hundred and twenty days 
after the implantation the epithelium had become 
reduced to a single degenerated layer and the capsule 
was thick and fibrous. After one hundred and twenty 
days only the capsule remained. 

Grafts of gastric mucosa, aponeurosis, and 
striated muscle disappeared completely. Two of 
three grafts of skin gave rise to epidermoid cysts 
surrounded by an intense round-cell inflammation. 

Maddalena agrees with Latteri and Lindenfeld 
that, in some cases at least, serous cysts of the kidney 
are due to inclusions of the anlage of the ureter and 
renal pelvis. M. E. Morse, M.D. 


Bergendal, S.: The Clinical Study and Prognosis of 
Tumors of the Kidney. Acta chirurg. Scand., 
1936, 77: 563. 

During the period from 1901 to 1932, ninety-four 
nephrectomies for tumor of the kidney were per- 
formed at the Surgical Clinic at Lund. All of the 
patients have been followed up. 

Of eight patients with an embryonal adenosar- 
coma, one was living and well after twelve years. 
In all of five cases of renopelvic tumor the late 
results were poor. Of three patients with a sar- 
coma, one was well after nine years. Of two with 
an angioma, both were well after four years. 

Of the seventy-six cases of Grawitz tumor, macro- 
scopic hematuria occurred in 72 per cent, pain in 
71 per cent, positive palpation findings in 82 per 
cent, and ‘‘tumor fever” in ro per cent. Fever may 
be the only prominent sign for months. It seems to 
be an unfavorable sign, particularly when it per- 
sists after nephrectomy. In fourteen cases in which 
the sedimentation time of the erythrocytes was 
determined it was found increased. A normal 
postoperative sedimentation rate does not rule out 


254 





-_ -_ ot ee ee oS 


ae a os ee ee ee 


an in i: te 


nn at ae 2 oe 6 eee eee 


gan mm tt FF et 


GENITO-URINARY SURGERY 


the presence of metastases. Solitary metastases, in 
a clinical sense at any rate, occur in cases of Grawitz 
tumor. Apparently solitary metastases should be 
treated surgically if possible. In nephrectomy for 
Grawitz tumor the renal vein should be ligated as 
soon as possible. 

In sixty-six cases in which nephrectomy was done 
for a Grawitz tumor there were five postoperative 
deaths. Forty-eight and four-tenths per cent of 
the patients were living and free from recurrence 
after three years, 40.4 per cent after five years, and 
30 per cent after ten years. If deaths which were due 
undoubtedly to some other cause are excluded, the 
corresponding percentages are 50, 41.8, and 34.3 re- 
spectively. 

Metastases in the lymphatic glands and infiltra- 
tion of the region of the tumor render the prognosis 
unfavorable but not hopeless. In cases of tumor 
invasion of the renal vein or its branches the 
prognosis is much more unfavorable than in other 
cases. 


BLADDER, URETHRA, AND PENIS 


Ferguson, R. S.: Cancer of the Bladder. J. Urol., 
1936, 35: 481. 


On January 1, 1936, the Carcinoma Registry of 
the A. U. A. contained 1,373 tumors of the bladder. 
Four hundred and fifty-two were registered in the 
past two years. Of the 658 cases of epithelial tumor 
in which operation was performed more than five 
years ago, the records of 640 have been completed 
One hundred and fifty-one of the 658 patients were 
alive at the end of five years, the incidence of five- 
year survival therefore being 23 per cent. One hun- 
dred and four were without evidence of tumor. The 
remaining 47 had signs of recurrence or metastasis. 

Seventy-four and three-tenths per cent of the sub- 
jects were males. There is apparently no relation 
between sex and the grade of malignancy. In the 
patients over fifty years of age the malignancy was 
most frequently of a low grade. Seventy-five per 
cent of the surviving patients had malignancy of 
Grade 1 or 2. Thirteen and nine-tenths per cent of 
the infiltrating tumors, 34.9 per cent of the papillary 
tumors, and 15.8 per cent of the tumors larger than 
5 cm. were controlled. 

The incidence of five-year survival and of abso- 
lute cure according to the method of treatment were 
as follows: 


Absolute 
cure 


Five-year 
survival 
Treatment % %o 

Partial resection 29.6 18. 
Simple excision 32.4 23. 
Implantation of radon seeds 16.3 8. 
Cystotomy and fulguration 24.8 14. 
Cystotomy and the use of the actual 
18.2 4. 
20.4 14. 
38.2 32.9 
GILBERT J. THomas, M.D. 


Cystoscopic application of radium. 
Cystoscopic fulguration 
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Young, H. H.: The Abnormalities and Plastic 
Surgery of the Lower Urogenital Tract. J. 
Urol., 1936, 35: 417. 

Young reviews the embryology of the lower 
urogenital tract, discusses thirty cases of abnor- 
malities of this region, and gives the history of, and 
outlines in detail, the operation devised for each 
type of malformation. 

Maldevelopment which produces hermaphrodit- 
ism is very complex. The genital abnormalities are 
manifestations of a disorder perhaps originating in 
one of the gametes before conception or in the 
chromosomes, or due to endocrine gland dysfunc- 
tion during embryological differentiation. Certain 
types of hyperplasia and tumors of the adrenal 
cortex have extraordinary masculinizing effects in 
females. As the cells of the adult gonad have 
bisexual potentialities, imbalance of their medullary 
and cortical portions may result in maldevelopment. 
Male and female sex hormones are chemically 
similar. Maldevelopment of the interstitial cells of 
the testes and ovaries is responsible for failure of 
complete development of the internal and external 
genitalia and suppression of the muellerian system. 

Young describes an operation on a patient with 
epispadias and incontinence in which he excised 
the redundant urethra and approximated the 
internal and external sphincters. A year later the 
patient had good urinary and sexual functions. 
Young has operated upon thirteen such patients, one 


ues over 
new urethral tube 


Fig. 1. Hypospadias defect remaining after previous 
operation. 1. Skin incision, 2. Closure of penile opening 
with turning in of the edges with continuous chromic cat- 
gut. 3. Re-inforcing by additional sutures. 4, 5. Trans- 
verse Closure of the skin with vertical interrupted mattress 
sutures of silk This method is frequently employed to 
close urethral defects. 
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a female, with successful results in all but one in 
which suppuration caused a complete breakdown. 
He definitely disapproves of transplantation of the 
ureters and extirpation of the bladder in cases of 
this type. 

In the many and varied types of hypospadias all 
sorts of surgical problems and complications are 
encountered which require adaptation of the treat- 
ment to the individual case. Sterilization of the 
region, flaps poorly supplied with blood, and sutures 
tied under tension render conditions unfavorable 
for wound healing. Young emphasizes that the 
surgeon must persist even after repeated failures. 

He reports seventeen cases of pseudohermaphro- 
ditism. Ten of the subjects were males and seven 
were females. He discusses these cases in detail and 
describes the operative procedures used for correc- 
tion of the anomaly. He reports also one case of 
true hermaphroditism. Frank M. Cocnems, M.D. 


GENITAL ORGANS 


Mathé, C. P., and Ballesca, A. G.: The Present 
Status of the Surgical Treatment of Prostatic 
Hypertrophy (Od en est aujourd’hui le probléme 
chirurgical de l’hypertrophie de la prostate?) Arch. 
d. mal. d. reins et d. organes genito-urinaires, 1935, 
9: 693. 


The authors state that while glandular therapy 
with “inhibin” has made some progress, it cannot 
yet be given a definite place in the treatment of 
enlargement of the prostate. Transurethral resection 
through the endoscope, when done skillfully and 
under proper conditions, has a lower mortality than 


the older method of prostatectomy. 

This report is based on 237 cases of prostatic 
hypertrophy treated on the Urological Service of 
the General Hospital of the Southern Pacific Rail- 
way, San Francisco, during the past six years. 

The authors point out that 80 per cent of males 
over fifty years of age are troubled by prostatic 
hypertrophy of some degree. They have found the 
condition among all types of railroad employees, 
but have discovered it most often in men who are 
on their feet many hours a day. The indications 
they recognized for transurethral resection are: 
(1) a ring formed by fibrous hypertrophy, (2) scle- 
rosis due to atrophy of the gland, (3) hypertrophy 
of the median lobe, except when there is consider- 
able intravesical obstruction, (4) localized hyper- 
trophy of the lateral lobes or hypertrophy of the 
median lobe and one of the lateral lobes, and (5) car- 
cinoma of the prostate accompanied by retention. 

The indications for transvesical or perineal pros- 
tatectomy are: (1) enormous hypertrophy, (2) 
spongy enlargement in which instrumentation is 
likely to be followed by serious hemorrhage, (3) 
hypertrophy complicated by diverticula or large 
calculi of the bladder, (4) malformation, narrowing, 
scarring, or distortion of the urethra rendering the 
passage of instruments difficult or impossible, (5) 
cases in which the bladder cannot be dilated beyond 
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150 mm., and (6) cases in which cystostomy has 
already been performed. 

The authors discuss the symptoms presented in 
their cases and emphasize that patients with pro- 
static conditions must be carefully studied in order 
that they may be properly prepared for operation. 
Efforts must be directed especially toward improv- 
ing renal function if it is impaired. 

The techniques of the various operative pro- 
cedures are discussed at length. For prostatectomy, 
the authors use general or sacral anesthesia. Sacral 
anesthesia, however, is employed less and less 
frequently in their clinic. For resection, they use 
local anesthesia induced with novocain or nupercain 
combined with the pre-operative administration 
of sodium amytal and morphine. 

In 137 cases treated by prostatectomy there were 
19 deaths. Seventeen autopsies were performed. 
Five of the deaths were found to have been due to 
cardiac disease, 3 to kidney disease, 2 to septicemia, 
and 7 to various causes, among which were embolism 
and hemorrhage. In 75 cases treated by trans 
urethral resection there was only 1 death. This was 
due to pulmonary embolus. The authors therefore 
conclude that, when properly done, transurethral 
resection is followed by less shock and associated 
with much less risk of complications than prostatec- 
tomy. Marsh WILLIAM POOLE, M.D. 


Marsella, A.: The Bacterial Content of the Seminal 
Vesicles and the Changes in the Epididymis and 
Testicle (Il contenuto batterico delle vescichette 
seminali e le alterazioni dell’epididimo e€ del testicolo). 
Policlin., Rome, 1936, 43: sez. chir. 125. 


Marsella discusses the frequency, differential 
diagnosis, and course of non-gonococcal, non- 
syphilitic, and non-tuberculous epididymitis. The 
clinical histories suggest that the organisms have 
lived in the body for some time, but the bacterio- 
logical examinations give no definite information and 
the pathogenesis is not clear. 

To determine the pathways of the infection, 
Marsella made postmortem bacteriological studies of 
the seminal vesicles of thirty subjects who had had 
no recent genito-urinary disturbances. The time 
elapsing between death and autopsy is not stated. 
All of the seminal vesicles showed bacteria. Colon 
bacilli were found in 65 per cent of the cases, 
streptococci in 55 per cent, staphylococci in 35 per 
cent, and pneumococci and acid-fast bacilli in one 
case each. Although the majority of the subjects 
died of tuberculosis, tubercle bacilli were never 
found (animal inoculations not mentioned). In the 
three cases in which death was due to septicemia the 
causative organism was present in the seminal 
vesicles. In all of the cases the epididymis and 
testicles were sterile and showed no lesions which 
could be attributed to the bacteria in the seminal 
vesicles. 

Marsella concludes that the organisms found in 
the seminal vesicles in such cases are latent or 
avirulent; that they reach the seminal vesicles be- 
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cause of mechanical factors, diminished organic re- 
sistance, or nerve stimuli producing antiperistaltic 
movements of the vesicles and vas deferens; and that 
they may pass to the epididymis and set up there a 
subacute or chronic inflammation. 

The material is presented in tabular form, and the 
article is followed by references to the literature. 

M. E. Morse, M.D. 


Moszkowicz, L.: The Gubernaculum of Hunter and 
Its Importance in the Descent of the Testicle in 
Man (Das Gubernaculum Hunteri und seine 
Bedeutung fuer den Descensus testiculorum beim 
Menschen). Zischr. f. Anat., 1935, 105: 37- 


Union between the primitive kidney or wolffian 
body and the anterior abdominal wall is found first 
in embryos 13.5 mm. long. This uniting fold lies 
bilaterally just over the umbilical artery. From it 
develops the plica inguinalis of the wolffian body, or 
the gubernaculum. However, the gubernaculum de- 
velops, not directly from the primitive kidney, but 
from the wolfiian duct. In young embryos its attach- 
ment extends nearly to the cranial end of the wolffian 
duct. It does not develop from several originally 
separate parts (plica inguinalis, crista inguinalis) but 
from the very beginning is a unified structure with an 
abdominal part, an interstitial part between the ab- 
dominal muscles, and a subcutaneous part in front 
of the symphysis, which unites with the gubernacu- 
lum of the other side. 

In the region where the gubernacula pass through 
the abdominal wall they are surrounded and pene- 
trated by fibers from the obliquus internus and the 
transversus abdominis muscles. Some of the muscle 
fibers which grow into the pars interstitialis guber- 
naculi form a cone directed toward the abdominal 
cavity, which corresponds to the conus inguinalis in 
animals described by Klaatsch. In human embryos 
more than 40 mm. long from crown to buttocks a 
sexual differentiation of the gubernacula begins. The 
subcutaneous part becomes thickened, the increase 
in mass being more marked in male than in female 
embryos. In the male gubernaculum the abdominal 
part becomes short, while in the female gubernacu- 
lum it remains long, and extends, as the round liga- 
ment, as far as the uterovaginal canal. The liga- 
mentum ovarii proprium does not develop from the 
gubernaculum. In embryos more than 100 mm. long 
from crown to buttocks the caudal ends of the 
testicles lie near the inner inguinal ring while the 
caudal ends of the ovaries are on the posterior side of 
the uterovaginal canal. This change in the position 
of the testicles is ascribed to the action of the conus 
inguinalis described by Klaatsch. The conus cannot 
exert a pull on the ovary because it is held fast by 
the broad ligament. In male embryos the sub- 
cutaneous part of the gubernaculum becomes, 
through growth, a mass which pushes the skin up 
before the symphysis. As the penis develops and 
enlarges it separates this mass into two parts which 
come to lie lateral and caudal to it. In a similar 
manner the chief parts of the mons veneris are 


pushed toward both sides of the penis by the de- 
velopment of that organ. The connective tissue as 
well as the dermal tissues of the scrotum lie anterior 
to the penis, the scrotum being therefore also at 
first prepenial. The closure of the urethral groove 
and the development of the medial portion of the 
scrotum proceed in such a manner that, simultane- 
ously with the rapid growth and development of the 
penis, the perineum grows rapidly anteriorly upward. 
The orifice of the urogenital sinus moves to the tip 
of the glans, and while the developing perineum 
forms the dorsal surface of the orifice of the uro- 
genital sinus, the anterior part of the crista perinei 
becomes the raphe or the crista scroti et penis and 
the perineal septum becomes the septum of the 
scrotum. The processus vaginalis peritonei is formed 
by displacement of the abdominal part of the 
gubernaculum and its peritoneal covering in the ab- 
dominal wall and by the active pull of the conus 
inguinalis. By the increase in the thickness of the 
interstitial part of the gubernaculum, the inguinal 
canal is so markedly dilated that it becomes wider 
than the cross-section of the testicle and epididymis 
together. Thus in the seventh month a testicle may 
sink into the mucous softened mass of the guber- 
naculum and pass through the inguinal canal. 

These findings show the importance of the 
gubernacula in the descent of the testicles and are of 
special significance with respect to comparative 
anatomy and the hypotheses of previous investiga- 
tors regarding the descent of the testicles. 

The article contains forty illustrations, most of 
which are photographs of wax models. 

(HELLNER). Jacos E. Kern, M.D. 


Gentil, F.: Sixteen Cases of Seminoma (?) of the 
Testicle or Ovary (Sur seize cas de seminome [?) 
du testicule et de l’ovaire). Arch. ital. di chir., 
1936, 42: 501. 

This article is based on material of the Portuguese 
Institute of Oncology and the First Surgical Clinic 
of the University of Lisbon. Of 5,046 malignant 
neoplasms studied at the former institution, only 6 
arose in the testicle and only 14 in the ovary. All 
of the testicular tumors and 1 of the ovarian tumors 
were diagnosed as seminomas. Of 3,321 malignant 
tumors studied in the First Surgical Clinic of the 
University of Lisbon, 6 arose in the testicle and 30 
in the ovary. All of the testicular tumors were 
seminomas. Of the ovarian tumors, 5 were semi- 
nomas and 1 was a testicular adenoma of the ovary. 

The author reviews the literature on seminomas 
of the testicle and ovary and discusses the various 
terms by which such neoplasms have been desig- 
nated. 

He states that seminomas are the most common 
tumors of the testicle, constituting about 50 per 
cent of all testicular neoplasms. They have ire- 
quently been diagnosed as sarcomas. While semi- 
nomas of the ovary are considered rare, they con- 
stituted 16.6 per cent of the 30 malignant ovarian 
tumors studied at the University of Lisbon which 
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are cited by the author. Gentil believes that if all 
ovarian tumors removed at operation were sub- 
jected to careful histological study and a uniform 
classification was used, a greater number would be 
classified as seminomas. 

He reports in detail sixteen cases of seminomas 
and one case of testicular adenoma of the ovary. 

Of the 11 testicular seminomas, 6 involved the 
left testicle, 4 involved the right testicle, and 1 was 
bilateral. Of the 5 ovarian seminomas, 3 involved 
the right ovary and 2 the left ovary. 

Eight of the testicular seminomas developed 
between the ages of twenty-three and forty-three 
years. The 3 others appeared respectively at the 
ages of fifty-seven, sixty-eight, and seventy-two 
years. The 5 ovarian seminomas appeared respec- 
tively at the ages of four and a half, fourteen, 
eighteen, thirty-two, and forty-one years. 

“The author reviews the theories regarding the 
pathogenesis and nature of seminomas. 

He states that in the pre-operative diagnosis of 
seminomas, the great radiosensitivity of the tumors 
is of aid. Because of the ease with which the tumor 
cells may be spread by way of the lymphatics, in- 
jury of the involved organ must be avoided in the 
operative removal of the tumor and the operation 
should be followed by X-ray irradiation of both 
the operative area and the lumbo-aortic region 
which is the most frequent site of the first metas- 
tases. A. Louts Rost, M.D. 


MISCELLANEOUS 


Coe, F. O.: The Diagnosis of Traumatic Lesions of 
the Urinary Tract. Am. J. Roentgenol., 1936, 35: 
218. 


Coe believes that injuries of the urinary tract are 
becoming more common. The kidney is usually in- 
volved by external blows on the body and may 
present ecchymosis, subcapsular rupture, or total 
rupture. The first two are considered relatively 
benign and occur only in infants. The signs and 
symptoms of total rupture include shock of varying 
degree, hematuria, pain, tenderness, a mass in the 
loin, and usually a rise in the temperature. 

The author emphasizes the roentgen findings in 
the surrounding tissues and cites the advantages and 
disadvantages of retrograde pyelography. He be- 
lieves that excretory urography is a safe, rapid, and 
very accurate method of diagnosing traumatic 
lesions of the urinary tract. 

Donatp K. Hisss, M.D 


Strauss, M. J., and Howard, M. E.: The Frei Test 
for Lymphogranuloma Inguinale: Experiences 
with Antigens Made from Mouse Brain. J. 
Am. M, Ass., 1936, 106: 517. 


Since Frei demonstrated that an antigen made 
from sterile pus aspirated from previously unrup- 
tured abscesses produces a reaction in patients with 
lymphogranuloma inguinale when it is injected in- 
tradermally, many attempts have been made to 
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find other reliable sources of this antigen. Satisfac- 
tory antigens have been made by grinding up in- 
fected glands and the periglandular tissues, and 
there have been reports of antigens made from pus 
from rectal fistulas occurring in patients with the 
late manifestations of the disease. It is now well 
known that mice can be infected with lymphogranu- 
loma inguinale by the intradermal inoculation of 
material from early cases, and that the infection can 
be passed through several generations. As Frei anti- 
gens prepared from infected mouse brains are being 
sold for the diagnosis of lymphogranuloma inguinale, 
the authors conducted a series of experiments to 
compare the reactions produced by these antigens 
with those of normal mouse brains prepared as Frei 
antigens. 

The purpose of the first experiment was to de- 
termine whether the antigen prepared from mouse 
brain and sold commercially produces a similar reac- 
tion in normal persons. Using themselves as normal 
individuals, the authors injected the following sub- 
stances intradermally: (1) a tested Frei antigen made 
from pus from an inguinal abscess, (2) an antigen 
made five months previously from the brain of a 
mouse infected with lymphogranuloma inguinale, 
(3) an antigen made five and a haif months previ- 
ously from the brain of a normal mouse, and (4) the 
commercial Frei antigen. At the end of forty-eight 
hours there was no reaction at the site of the antigen 
made from pus, but at the site of each of the other 
injections there was a dome-shaped papule from 5 
to 7 mm. in diameter with a surrounding erythema 
about 114 cm. in diameter. These reactions were 
more marked than any observed by the authors 
previously in normal subjects. The absence of 
lymphogranuloma was proved by the negative reac- 
tion to a potent Frei antigen made from human 
material and by the fact that an antigen made from 
the brain of an infected mouse caused the same re- 
action as the antigen made from the brain of a 
normal mouse. It was noted that the freshly pre- 
pared antigen produced a papule 2 mm. in diameter 
and the old antigen a papule 6 mm. in diameter. A 
reaction similar in appearance to a positive Frei 
reaction was produced also by an antigen from a 
normal mouse brain. 

In another experiment the authors gave themselves 
and a patient in a ward of the New Haven Hospital 
who showed no evidence of having or having had 
lymphogranuloma inguinale intradermal injections 
of the following substances: (1) a tested Frei antigen 
made from pus from an inguinal abscess, (2) an anti- 
gen made seven months previously from the brains 
of mice infected with lymphogranuloma inguinale, 
(3) an antigen made seven and a half months pre- 
viously from the brain of a normal mouse, (4) the 
commercial Frei antigen, (5) an antigen made four 
weeks previously from the brain of a normal mouse, 
and (6) the same antigen which had been dried in 
vacuo immediately on preparation and prepared for 
injection on the day of the experiment. Tke results 
in all three subjects were closely parallel. To Anti- 
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gen 1 there was no reaction. The reaction to Antigen 
2 was a papule 4 mm. in diameter with a surrounding 
erythema to mm. in diameter; that to Antigen 3, a 
papule 5 mm. in diameter with a surrounding ery- 
thema 12 mm. in diameter; that to Antigen 4, a 7- 
mm. papule with a surrounding erythema 14 mm. in 
diameter; and that to Antigen 6, a papule 3 mm. in 
diameter with no appreciable surrounding erythema. 
Again the effect of the antigen made from pus was 
entirely negative, and the antigen prepared only one 
month previously had already developed the ability 
to produce a positive reaction. 

A third experiment was carried out by the authors 
on themselves and on two patients in the early active 
stages of lymphogranuloma inguinale. The antigens 
used were as follows: (1) lymphogranuloma mouse 
brain prepared more than eight months previously, 
(2) normal mouse brain prepared more than eight 
months previously, (3) normal mouse brain pre- 
pared two months previously, (4) the same mouse 
brain dried two months previously and prepared 
for injection one month previously, (5) the same 
mouse brain dried two months previously and pre- 
pared for injection on the day of the experiment, 
(6) normal mouse brain prepared the day before 
the experiment with the use of saline solution in- 
stead of broth, (7) normal mouse brain prepared 
with broth the day before the experiment, (8) lym- 
phogranuloma mouse brain prepared the day before 
the experiment, (9) a tested Frei antigen made from 
excised glands from one of the patients used in the 
experiment, and (10) the commercial Frei antigen 
(used only for the two normal subjects). That the 
two normal subjects had not been infected with 
lymphogranuloma inguinale was apparent from the 
absence of a reaction to Antigen 9. The results with 
all the mouse brains showed that, whether or not the 
mice had been infected with lymphogranuloma 
inguinale, an antigen made from mouse brain was 
capable of producing an appreciable reaction when 
injected intradermally. 

To rule out the possibility that the authors had be- 
come hypersensitive to the mouse brain antigen, an 


experiment was carried out on six normal persons, 
three persons known to have lymphogranuloma jn- 
guinale, and one person with a questionable diagnosis. 
The following antigens were used: (1) a Frei antigen 
made from pus, (2) a Frei antigen made from the 
excised glands removed from one of the patients 
used in the experiment, (3) lymphogranuloma mouse 
brain prepared more than nine months previously, 
(4) lymphogranuloma mouse brain prepared one 
month previously, (5) the commercial Frei antigen, 
(6) normal mouse brain prepared more than nine 
months previously, (7) normal mouse brain pre- 
pared more than three months previously, (8) normal 
mouse brain prepared with saline solution instead of 
broth approximately two months previously, («) 
normal mouse brain prepared with broth the day 
before the experiment, and (10) normal mouse brain 
prepared with saline solution the day before the ex- 
periment. An analysis of the results shows that the 
reactions of normal individuals to mouse brain is 
indistinguishable from positive Frei reactions, even 
though the average size of the positive Frei reactions 
is 6.22 mm. and that of normal mouse brain antigen 
is 4.33 mm. in diameter. 

The authors draw the following conclusions: 

1. Some change occurs in antigens made from 
mouse brain within a few weeks after preparation 
which, when injected intradermally, give rise to a 
reaction almost indistinguishable from a true positive 
reaction. 

2. The nature of this change is at present un- 
known. 

3. The change occurs in antigens made from the 
brains of normal mice as well as in those made from 
the brains of mice inoculated with lymphogranuloma 
inguinale. 

4. The false reaction is induced in normal sub- 
jects as well as in persons with lymphogranuloma 
inguinale. 

5. For this reason Frei antigens made from mouse 
brain do not appear suitable for the routine diag- 
nosis of lymphogranuloma inguinale. 

CLauvE D. Homes, M.D 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Amprino, R., and Bairati, A.: Contribution to the 
Study of the Functional Value of the Structure 
of the Osseous Compact Substance (Contributo 
allo studio del valore funzionale della struttura della 
sostanza compatta delle ossa). Chir. d. organi di 
movimento, 1936, 21: 527. 

In studying the histogenesis of osseous tissue, 
Amprino and Bairati found that, during life, the 
structure of the compact substance of the shaft of a 
long bone undergoes considerable change as the re- 
sult of external and internal growth. Internal growth 
is always preceded by an erosion of the pre-existing 
material followed by the deposition of new bone. 
In this way fetal bone is replaced by a system of 
coarsely interlacing fibers with the formation of 
primary lamella and the latter are replaced by 
haversian canals which, as age advances, approach 
one another, decrease in size, and become arranged 
ina more orderly fashion, the amount of tissue of the 
intermediate system becoming greatly decreased. 

Beginning at the age of fifty years, the processes of 
bone destruction cease to be balanced by the proc- 
esses of bone deposition. Lacunz are formed in the 
bone, and the thickness of the compact substance 
diminishes. This process, called ‘‘osteoporosis,’’ is 
more pronounced in females than in males, and is 
subject to marked individual variation. 

There seems to be a constitutional uniformity of 
type in the long bones in one and the same individual 
‘whereas there are many variations in homonymous 
bones of different individuals of the same age. 

In a study of three individuals the authors found 
that among the so-called structures of the first order 
(macroscopic structures including the trabecule of 
the spongy substance) the trabeculae of the spongy 
substance are of great mechanical importance and 
are apt to undergo changes with changing stimuli. 
Structures of the second order (histological com- 
ponents of bones, such as haversian canals and 
primary lamellz) appear also to have a mechanical 
importance although a few observations seem to 
indicate the contrary. 

The authors conclude that bone composed of 
haversian canals and intermediate tissue is physically 
more resistant than bone with the same ameunt of 
material but consisting of primary lamellae. As age 
advances, and particularly at about the fiftieth year 
of age, an economy of substance is found: the quan- 
tity is lessened whereas the resistance remains un- 
changed. The haversian canals are arranged in a 
more orderly fashion in adult and senile age, and the 
osseous material tends to improve physically in spite 
of the presence of osteoporosis. 


Shaft of the femur of a woman ninety years old. 
Photograph taken with polarized light. The haversian 
cylinders are regularly arranged and there are resorption 
cavities cf small diameter only partially lined with newly 
formed lamelle. 


The authors believe that in the young individual 
there is an excess of material with respect to func- 
tional demands whereas in the aged individual the 
material is diminished but so arranged that its 
physical efficiency is increased. RicHarp E. Soma. 


Giordano, R.: Osteogenetic Disease (La malattia 
osteogenetica). Chir. d. organi di movimento, 1936, 
21: 435. 


For the condition generally called “multiple 
cartilaginous exostoses’? Giordano prefers the term 
“osteogenetic disease’? because the exostoses are 
only one manifestation of the syndrome. After dis- 
cussing the condition he reports twelve cases. In his 
opinion, the endocrine theory with regard to the 
formation and evolution of the exostoses has been 
confirmed, but the mechanism of the glandular 
dysfunction remains entirely obscure. The calcemia 
is primary, participates in the formation of the 
exostoses, and proves the constitutional nature of 
the disease. The possible relationship between the 
exostoses, co-existing chondromas, and eventual 
osteosarcoma is not clear. The same congenital 
predisposition may underlie all formations. Spon- 
taneous malignant degeneration of an exostosis is rare 
although an accompanying chondroma may easily 
change into a malignant growth. In one of Giordano’s 
cases in which a large chondroma was removed from 
the iliac bone, a chondro-osteosarcoma developed at 
the site of the first tumor four years later. 
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In the treatment, pluriglandular preparations, 
especially thyroid and testicular preparations, are 
indicated. Exostoses should be protected from 
trauma, but only those which are painful, interfere 
with function, or are exposed to injury should be 
removed. 

Of the patients whose cases are reported by 
Giordano, five were members of one family. They 
were a father, a son, two daughters, and the father’s 
brother. Their cases were first reported by Simonini 
in 1906. The patients have now been re-examined 
after thirty years. In the three who were first 
examined as children, additional exostoses have 
appeared and the other skeletal anomalies (small 
stature, valgus deformities) have become accentu- 
ated. After the twenty-second year of age no new 
growths appeared. Some of those present became 
slightly smaller, but the majority remained un- 
changed. Giordano reports five cases in one family. 
The patients were a grandmother, her daughter, and 
the latter’s son, daughter, and niece. 

The article is accompanied by genealogical charts, 
roentgenograms, and a long bibliography. 

M. E. Morse, M.D. 


Perrando, G.: Solitary Osteogenetic Exostoses 
(Sulle esostosi osteogenetiche solitarie). Clin. chir., 
1930, 12: 219. 


From an extensive review of the literature and his 
own observations, Perrando concludes that exostoses 
are not neoplastic. He describes their anatomical 
and pathological characteristics in detail. 

He next discusses solitary and multiple osteo- 
genetic exostoses, analyzes the various theories as to 
their pathogenesis, and comes to the conclusion that 
the two forms are manifestations of essentially 
different morbid processes. 

He reports five cases of solitary osteogenetic 
exostoses which have come under his observation 
and discusses their clinical, roentgenological, and 
histological aspects. In only one of these cases was 
there any other skeletal anomaly. 

The diagnosis is usually easy. In doubtful cases it 
is facilitated by roentgen study. In some cases an 
exact differential diagnosis requires histological 
examination. In none of the author’s cases was 
surgical removal followed by recurrence. 

EvucEnE T. Leppy, M.D. 


Leveuf, J.: The Spontaneous Evolution of Acute 
Osteomyelitis Caused by the Staphylococcus 
Aureus. Advantages of Delaying Operation 
(L’évolution spontanée des ostéomyélites aigués 4 
staphylocoque doré. Avantages du retard to l’inter- 
vention). Mém.l’Acad. de chir., Par., 1936, 62: 296. 


In studying the spontaneous course of acute 
osteomyelitis, Leveuf found that late surgical inter- 
vention as a rule yields better results than an early 
operation. The best criterion of the progress of the 
condition is the temperature, but the findings of 
blood-culture studies also yield valuable informa- 
tion. 


The fever, which is high at the onset, declines 
gradually and becomes stabilized at about the 
fifteenth day. Its decline is probably due in part to 
attenuation of the toxic and infectious processes 
occurring at the site of the inflammatory focus. It 
is probably related also to a defense mechanism of 
the organism which prevents further invasion by the 
staphylococcus. This is of considerable therapeutic 
importance. 

As the fever subsides, the general condition im- 
proves. The improvement is particularly marked in 
the forms of the disease in which the period of in- 
vasion is characterized by prostration and stupor. 

Blood cultures at the initial stage may be positive 
or negative. The author found that the prognosis 
was usually more favorable in cases with negative 
blood cultures. However, contrary to general 
opinion, the septicemic state is of no grave prognostic 
significance since in all of the author’s cases in which 
operation was not performed early spontaneous 
recovery occurred and no new foci of suppuration 
were formed. 

The subperiosteal abscess usually begins to de- 
velop as the temperature falls and the general con- 
dition begins to improve. This abscess is always 
related to a central focus in the metaphysis. Roent- 
genograms do not become positive until about the 
fifteenth day. 

The author believes that operation should always 
be delayed in these cases. It should consist of open- 
ing of the subperiosteal abscess or removal of the 
sequestrum after the toxic-infectious processes have 
become attenuated. Early surgical interference 
tends to establish a communication between the 
focus in the bone containing virulent organisms and 
toxins and parts of the organism in which the defense 
mechanism has not yet been established. After the 
abscess has been opened, drainage is not necessary. 
The collected purulent material seems then to have 
lost all virulence and toxicity. Even very large 
abscesses may become absorbed spontaneously. The 
author has found also that late intervention does not 
aggravate the osseous lesions or the process of 
sequestration. He reports several cases in which re- 
covery resulted without the formation of a seques- 
trum. 

Leveuf believes that the advantages of conserva- 
tive treatment cannot be overemphasized. As the 
disease develops, the forces of the organism should 
be well supported, and vaccinotherapy should be 
instituted. The involved part should be placed in a 
plaster cast for rest. Early interference, particularly 
trephination, should be avoided. 

Ricwarp E. Somma. 


Goley, B. L., and Higinbotham, N. L.: The Surgical 
Treatment of Giant-Cell Tumor. Ann. Surg., 
1936, 103: 821. 


The authors review the findings of a study of more 
than ninety cases of giant-cell tumor which were 
treated by different methods, and report twenty 
cases which were treated surgically. 
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They conclude that irradiation therapy is in- 
dicated chiefly for tumors which are inaccessible to 
surgical approach. They review the indications for 
surgical treatment, the advantages of operation over 
irradiation, and the reasons why surgery has fallen 
more or less into disfavor. 

In describing the operative technique which they 
employ they emphasize the importance of thorough 
curettage followed by careful swabbing of the tumor 
cavity with an escharotic such as a saturated solu- 
tion of zinc chloride, and closure of the wound 
without drainage. 

They believe that combined irradiation and surg- 
ery may be hazardous, and that therefore either one 
method or the other should be chosen. 

Paut C. Cotonna, M.D. 


Scaglietti, O., and Casuccio, C.: Experimental 
Study of the Effects of Immobilization of 
Normal Articulations (Studio sperimentale degli 
effetti della immobilizzazione su articolazioni nor- 
mali). Chir. d. organi di movimento, 1936, 21: 469. 


In reviewing the literature on the effects of im- 
mobilization of normal articulations, the authors 
found that the experimental work of other investiga- 
tors has yielded contradictory results. Briefly, the 
observations included venous stasis, desquamation 
of the synovial membrane, diminution of synovial 
fluid, loss of the normal luster of the cartilage, and 
diffuse bone atrophy. 

In the authors’ experiments, which were performed 
on dogs, the joints were immobilized in plaster casts. 
In one group the limb was immobilized in semi- 
flexion and the animal was able to support the leg. 
In another group it was immobilized in complete 
flexion and the animal was not able to support the 
leg. The roentgenological, macroscopic, and micro- 
scopic findings in both groups were practically 
identical. 

The immobilized articulation showed grossly a 
diminution of the synovial fluid and was practically 
dry. There was no change in the hydrogen-ion con- 
centration, The synovial membrane had lost its 
luster, was relatively pale, and showed venous stasis 
and small punctiform hemorrhages. There were 
some proliferative changes along the free margins of 
the cartilage. The cartilage had a bluish tint, es- 
pecially at the points where it was not in contact 
with other parts. It was apparently undergoing 
atrophy which proceeded from the margins toward 
the center. Often the cartilage became so thin that 
the subchondral spongy bone was exposed. The bone 
gradually underwent atrophic changes due to the 
absence of functional stimuli. 

The histological findings agreed with the roentgen 
and gross anatomical findings. The synovial mem- 
brane showed proliferative changes with thickening 
of the superficial layers and desquamation of the 
endothelial cells. These cells were ovoid or spherical. 
In a later stage retrogressive changes were seen, the 
endothelial layer was atrophic, and there were 
sclerotic changes in the subserous connective tissue. 


Right limb immobilized for twelve months without 
support. Photomicrograph of the cartilage of the femoral 
condyles. a, atrophy of the spongy trabecule. 3, 
dilated medullary spaces filled with bone marrow. 
c, atrophic subchondral lamina interrupted in places. 
d, thin calcification line. e, diminution of thickness of 
the cartilage in all three layers. The nuclei are reduced 
in number, and in a few areas are absent. Almost com- 
plete loss of basophile cells. 


After five months complete atrophy of the synovial 
membrane was found. 

The cartilage lost its basophilic properties and 
stained pink with eosin. The cartilaginous plate ap- 
peared thickened and its various layers were irregu- 
larly arranged. At the margin it was lined by a thin 
synovial membrane. In certain places the cartilage 
was missing and the subchondral spongy bone was 
exposed. The bone showed a progressive atrophy, 
but not a numerical diminution, of its trabecule. 

The changes appeared usually after the fifth 
month of immobilization. RIcHARD E. Soma. 


Finaczy, E.: The Joint Mouse (Die Gelenkmaus). 
Orvosképzés, 1935, 25: 292. 

Joint mice occurring in healthy individuals and 
apparently normal joints are of special interest. 
They are osteocartilaginous bodies varying in size 
from that of a pea to that of a hazelnut and 
found usually at certain characteristic sites. Some- 
times they are bound to the joint surfaces by 
connective tissue, but often they have a pedicle. As 
a rule their presence is manifested by symptoms of 
incarceration. 

The origin of these bodies is generally ascribed to 
fractures or the avulsion of fragments by trauma. 
Much less frequently, joint mice are formed as the 
result of a specific disease of the joint capsule, 
cartilaginous proliferation, in which portions of the 
involved cartilaginous tissue become detached. Joint 
mice so formed always occur in large numbers. 
Sometimes they are so numerous that they fill up 
the joint capsule, causing it to resemble a sack. 

Joint mice may be classified thus: 

1. Those formed in apparently healthy persons 
from the joint cartilage on the surface of the joint. 
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2. Those formed as the result of specific disease of 
the joint capsule—chondromatosis. 

3. Those formed .in diseased joints (chronic in- 
flammation, tuberculosis). 

In recent years the author has observed twenty- 
one cases belonging to Group 1. In all, there was a 
history of trauma. In 65 per cent the injury to the 
knee was due to a direct trauma such as a fall or 
severe blow on the knee. In the others it was due to 
an indirect trauma such as a sprain or dislocation. 
The most common causes of injury were jumping 
from a moving vehicle, sports, and athletics. The 
breaking off of cartilaginous or osseous-cartilaginous 
portions from the cartilage surface, marginal 
fractures, and the appearance of the fragments so 
formed as free bodies in joints following direct 
trauma is readily understood. As a result of in- 
direct trauma, joint mice usually separate at the 
insertions of ligaments or are formed by the pull of 
the joint ligaments. 

According to the time that has elapsed since their 
formation, joint mice are found, on their surgical re- 
moval, to vary in size and appearance. Recently 
formed joint mice are smooth and cartilaginous on 
one side and rough and bony on the other. They fit 
into the part of the joint surface from which they 
were broken off. Sometimes they are completely 
free in the joint cavity, but often are connected to 
their bed by a pedicle or are attached to the crucial 
ligaments. The symptoms are_ characteristic. 
Usually there is a very sudden attack of severe pain. 
The cause of the attack is the incarceration of the 
joint mouse between the joint surfaces or between 


the synovial membrane and the bone. The injured 
cartilaginous disk or the pinching of Hoffa’s fat 
pad may cause similar manifestations. The differ- 
ential diagnosis is confirmed by x-ray examination. 

When the diagnosis is certain and repeated at- 
tacks have occurred, removal of the joint mouse is 


indicated. In recent cases non-surgical treatment 
may be tried as re-attachment of fairly large bone 
fragments is favored by the hemorrhage. To open 
the knee joint a Payr or Tator incision is made with 
the patient in a half-sitting position and the lower 
leg hanging down. 

Joint chondromatosis arising from the joint cap- 
sule or the synovial membrane is a specific disease of 
the joint capsule which develops as the result of 
proliferation and avulsion of the synovial villous 
processes. Since 1920 the author has treated four 
cases, two of involvement of the knee and two of 
involvement of the elbow. The pathogenesis of the 
condition has not been satisfactorily explained. In 
two of the four cases there was a definite history of 
trauma. When the disease persists for a long time it 
may involve the joint surfaces, the bones, and the 
epiphyses, with resulting changes in the joint, and 
as a consequence of its proliferation through the 
joint capsule a benign tumor may be formed in the 
vicinity of the joint. The treatment is surgical. 
Recurrence is not rare if the foci are not removed 
completely. 
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Joint mice occurring in diseased joints are im- 
portant only in differential diagnosis. They are no 
indication for special operative procedures. They 
are most common in chronic joint inflammations. — 

Diseases of the central nervous system, particu- 
larly tabes dorsalis and syringomyelia, frequent!) 
lead to the formation of free joint mice. In these 
conditions it is surprising that, in the presence of 
striking anatomical changes, pain is often entirely 
absent and the usefulness of the limb is not dis 
turbed for a long time. 

(E. Ittés). Jacos E. Kitve, M.D 


Kulowski, J.: Pyogenic Osteomyelitis of the Spine 
An Analysis and Discussion of 102 Cases. 
J. Bone & Joint Surg., 1936, 18: 343. 


Of the 102 cases of pyogenic osteomyelitis of the 
spine reviewed by the author, 60 were observed at 
the University Hospitals, Iowa City, Iowa. The 
information regarding the 42 others was obtained by 
questionnaire. The patients averaged thirty-one 
years of age. Seventy-four were males. Thirty-four 
per cent gave a history of trauma. In the great 
majority of the cases the staphylococcus was the 
invading organism. 

The author stresses the importance of examining 
all septic patients for spinal complications. Eradica- 
tion of infection is an important prophylactic 
measure. Spinal lesions may be classified as direct 
or hematogenous. The direct forms occur post- 
operatively, whereas the hematogenous forms de- 
velop primarily as spinal foci or as metastatic lesions 
after one or more bony localizations of the disease 
have been established. 

Pyogenic osteomyelitis of the spine is almost al- 
ways a diffuse lesion involving the vertebral bodies 
and their contiguous disks. The most striking 
feature of the disease is the formation of large 
abscesses which have a tendency to migrate from 
their original sites and may burrow into adjacent 
tissue spaces, the vertebral body space, or the spinal 
canal. Invasion of the spinal canal is most serious. 
When the dura is perforated the typical picture of 
meningitis occurs. The author describes the location 
of the abscesses in the various portions of the spine. 

The onset of the disease may be acute, subacute, 
or insidious. In the very acute cases the constitu- 
tional reaction overshadows the local condition 
because of the severity of the initial primary bac- 
teriemia. As a rule the course of the disease becomes 
subacute or chronic. In all patients who are mentally 
alert, spontaneous and provoked pain are present. 
The patient assumes the recumbent position very 
early and exhibits spinal rigidity due to muscle 
spasm. Some time may elapse before local signs are 
demonstrated definitely. The objective symptoms 
are tenderness, muscle spasm, loss of weight, abscess 
formation, edema, infiltration, and hip contracture. 
A positive diagnosis can be made only by bacterio- 
logical or microscopic examination of the tissue or 
both. Roentgenographic examination after injection 
of the sinuses with an opaque solution gives a clue 
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to the origin of the infection. Roentgenograms are 
extremely important in the differential diagnosis. 
Pyogenic osteomyelitis is differentiated from tuber- 
culosis chiefly on the basis of the increased density, 
bony bridges, and exostoses in the former condition. 

Operative intervention is imperative in the 
presence of suppuration, and exploration is indicated 
in doubtful cases. Orr’s principles of adequate rest 
and drainage are important. 

A good prognosis depends upon reasonably early 
diagnosis and adequate treatment. In the reviewed 
cases there were 25 deaths. 

Rupotpa S. Reicu, M.D. 


Wilhelm, R.: Lumbago, Its Causes and Treatment 
(Der Kreuzschmerz, seine Ursachen und Behand- 
lung). Ergebn. d. Chir., 1935, 28: 197. 


After reviewing the anatomy of the lumbar region, 
the author discusses first the lumbago which is 
caused by static factors. He states that the asthenic 
constitutional form with its poorly developed muscles 
and its yielding ligaments favors the development of 
this condition. Especially the pendulous abdomen 
associated with an increased lumbar lordosis leads to 
failure of the carrying and supporting powers as the 
result of faulty weight distribution. In the last 
analysis, it is therefore the musculature which is no 
longer equal to the changed conditions of tension and 
equilibrium. The failure of the musculature is mani- 
fested by fatigue and radiating pains. For proper 
treatment the basic etiological factors (flat-foot, 
faulty shoes) must be eliminated. Massage, baths, 
gymnastics, and a firm elastic abdominal binder will 
relieve the spine and feet. 

The author next discusses the lumbago of muscu- 
lar origin. He states that the acute and chronic 
lumbagos may lead to contractures and thus to rigid 
posturing of the spine. He discusses in special detail 
the lumbago of endocrine origin in women, which 
occurs particularly during the climacterium as the 
result of weakening or loss of elasticity of the muscles. 
He states that an exact pathologico-anatomical con- 
ception of this clinical picture has not yet become 
possible. 

In the lumbago of osseous origin the symptoms are 
not due to changes in the shape of certain bones as 
they do not occur until insufficiency of the muscles 
of the back has developed. The capsule and wall 
changes, of course, play a part. The author dis- 
cusses in detail the relation of this condition to 
sacralization, lumbarization, and spondylolisthesis 
imminens. As bone changes are frequently first 
manifested after an accident, traumatic changes of 
form must be considered separately. 

Calcification of the intervertebral disks, degenera- 
tive changes of the vertebre and vertebral joints 
(arthrosis deformans), and the nodules of Schmorl 
are discussed with the aid of illustrations. In these 
conditions bed rest with measures to induce hypere- 
mia and balneotherapy are usually effective. 

Of the neurogenic lumbagos, the author discusses 
only the pains caused by primary nerve changes. 
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Tabes and progressive muscular atrophy are not 
considered. 

Of particular interest to the gynecologist is the 
lumbago caused by disease of internal organs such as 
hydronephrosis and tumors. Changes in the position 
of the kidneys occurring especially as a part of the 
picture of general ptosis of the abdominal organs are 
especially important. Tuberculosis of the kidney 
may also cause resistant lumbago. In the pelvic 
organs it is particularly relaxation of the supporting 
and holding apparatus of the genital organs that 
leads to lumbago. Other frequent causes are shrink- 
ing of the sacrouterine ligaments, inflammatory 
processes, adhesions, and ulcer formations. 

In another group the author classifies hematogenic 
lumbago, the type due to thrombosis, high hemor- 
rhoidal nodules, and peritoneal lymph-node inflam- 
mations. In blood diseases (lymphatic leukemia) the 
mobility of the spine may also be affected. 

In conclusion Wilhelm says that lumbago is a 
complex clinical syndrome, the elucidation of which 
frequently requires the cooperation of specialists in 
various fields. 

(KEssLeR). Harry A. SALZMANN, M.D. 


Freiberg, J. A., and Perlman, R.: Pelvic Abscesses 
Associated with Acute Purulent Infection of 
the Hip Joint. J. Bone & Joint Surg.,1936, 18: 417. 


The authors report seven cases of purulent infec- 
tion of the hip joint associated with adenitis of the 
inguinal lymph nodes and an iliac abscess which 
came under their observation during a period of 
eleven months. The right hip was involved in six 
cases. The patients ranged in age from six to fifteen 
years. Four were girls. Five had had otitis on the 
right side or were suffering from that lesion at the 
time of examination. Three of these five had a 
mastoiditis and four a hemolytic streptococcus 
septicemia. The seventh patient had sustained a 
severe blow in the left groin. In three cases the in- 
fecting organism was a hemolytic streptococcus; in 
one case, a non-hemolytic streptococcus; and in two 
cases, a staphylococcus. In one case the bacterium 
was not recovered although a pelvic abscess was 
palpated and aspirated. Only two of the children 
were admitted on the orthopedic service. The others 
entered the otological, the pediatric, or the surgical 
service, the pelvic abscess or the mastoiditis being 
the most prominent finding. All seven patients 
recovered. 

While the physical findings would undoubtedly 
have been recognized by an orthopedic surgeon as 
characteristic of hip-joint infection, the associated 
clinical picture was confusing and rendered the 
diagnosis difficult to the pediatrician or general 
surgeon. 

The ideal procedure in these cases is as follows: 

1. Careful and complete physical and roent- 
genographic examinations. 

2. General supportive therapy, particularly the 
parenteral administration of fluids. 

3. Skin traction on the affected leg. 
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4. Early blood cultures. If the findings are 
positive, subsequent multiple and frequent small 
blood transfusions. 

5. Aspiration of the hip joint for verification of 
the diagnosis. 

6. Incision and drainage of the joint. The site of 
the incision should be the chief site of pus collection. 

7. Incision and drainage of the pelvic abscess, 
usually by an adductor incision. 

The authors emphasize the difficulty of diagnosis 
and recommend that the general surgeon learn to 
recognize this apparently unusual syndrome. Of 
particular significance is the association of these 
lesions with otitis media and mastoiditis. 

In conclusion the authors present the following 
questions for consideration: 

1. Are iliac abscesses often associated 
purulent hip infection but often unrecognized? 

2. In explorations in acute purulent infections of 
the hip joint for drainage, have iliac or prepsoas 
abscesses been drained unwittingly? 

Rupovpa S. Retcu, M.D. 


with 


Austoni, A., and Austoni, G.: Total Suprapatellar 
Rupture of the Quadriceps Tendon (Rottura 
totale soprarotulea del tendine del quadricipite). 
Chir. d. organi di movimento, 1936, 21: 381. 


The authors report 3 cases, review <he history, 
analyze the theories regarding the etiology and 
pathogenesis, and discuss the symptoms and treat- 
ment of total suprapatellar rupture of the quadriceps 
tendon. They then report the findings of their re- 
searches with regard to conditions in the tendon 
which predispose to rupture. In these investigations 


they studied chiefly the origin, evolution, and rela- 
tion to age of the intratendinous cartilaginous and 
bony formations. 

Roentgenograms of the knees of 150 persons, some 
healthy and others suffering from various diseases, 
were examined; also roentgenograms, dissections, 
and histological preparations of the quadriceps 
tendons of the cadavers of aged individuals. The 
results of these studies are summarized as follows: 

In persons under forty years of age the tendon 
presented no changes. In 1o per cent of those be- 
tween forty and sixty years and 33.3 per cent of 
those between sixty and eighty years, cartilaginous 
or bony formations were found. 

In its senile involution, the tendon, especially its 
distal portion, constantly shows a diminution of the 
interfascicular connective and fatty tissues, dis- 
appearance of the elastic fibers and the characteristic 
undulations of the fasciculi, and a marked reduction 
of the blood vessels. The osteofibrous zone through 
which the tendon becomes continuous with the 
patella is thickened, and columns of vesicular cells 
of the chondroid type run upward along the super- 
ficial bundles of the tendon. A zone of chondroid 
and osseofibrous tissue may entirely replace the 
anterior margin of the median portion of the tendon. 
The chondroid tissue rarely develops into true 
cartilage, but is gradually replaced by isolated nuclei 
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of very spongy osteoblastic bone which appear first 
between the tendon layers of the vastus and anterior 
rectus. 

The authors believe that the essential factors in 
the causation of these chondroid and bony forma 
tions are the rubbing movements of the anterior 
margin of the patella and slight repeated traumas 
due to its exposed position. Senile changes in the 
circulation and calcium metabolism, syphilis, and 
arthritis may be accessory factors. The condition is 
in fact a traumatic ossifying tendinitis. 

The effect of these changes and particularly the 
loss of the shock-absorbing undulations on the re- 
sistance of the tendon to brusque and strong 
muscular contraction is obvious. However, the term 
“total rupture” does not signify a tear of the entire 
insertion of the quadriceps, since the insertions of 
the median and lateral vastus are always conserved, 
at least in part. If the rupture occurs somewhat 
above the patella, the various tendon layers are in- 
volved at the same level; if it occurs at the base of the 
patella, they are torn at different levels, the super- 
ficial plane (anterior rectus) being detached im- 
mediately above the patella and the vastus inter- 
medius being ruptured several centimeters higher. 
Laterally, the tendon layers of the vastus are torn 
longitudinally and the rupture often extends into the 
muscle. The aponeurosis is lacerated transversally, 
usually several centimeters above the patella. 

For the surgical treatment of cases of old ruptures 
and those with much separation, the authors recom- 
mend spinal anesthesia because of the complete 
muscular relaxation it gives. They report that they 
have successfully transplanted the anterior tuberos- 
ity of the tibia which was detached with a large part 
of the anterior fascia of the epiphysis. 

The article is accompanied by roentgenograms, 
photomicrographs, and an extensive bibliography. 

M. E. Morse, M.D. 


Bazzocchi, G.: The Regenerative Power of the 
Semilunar Cartilages in Relation to Treat- 
ment. Experimental Studies (Il potere rigen- 
erativo dei menischi in rapporto alla terapia. 
Ricerche sperimentali). Ann. ital. di chir., 10935, 
14: 1237. 

Bazzocchi reports experiments on guinea pigs in 
which he completely removed the internal semilunar 
cartilage. He took special precautions to prevent 
inflammatory reactions in the operative field, and 
did not immobilize the joint after the operation. He 
describes the technique of the operation in detail and 
reports the postoperative findings with the aid of 
roentgenograms. .His findings and conclusions are 
summarized as follows: 

1. In the guinea pig, complete removal of the 
internal semilunar cartilage without postoperative 
immobilization of the joint and with prevention of 
inflammatory processes is followed by the regenera- 
tion of a functionally perfect semilunar cartilage. 

2. The newly formed semilunar cartilage reaches 
its maximum differentiation after about one hundred 





SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


days. Grossly, it is of normal color and consistency. 
It is slightly smaller than the removed semilunar 
cartilage. Its microscopic structure is like that of the 
normal semilunar cartilage. The osseous nucleus 
does not regenerate. The cartilage is rich in collagen 
fibers, but practically devoid of elastic fibers. 

3. The new semilunar cartilage is formed at the 
expense of a capsular fold lying between the two 
articular heads. With the exception of the cornua, 
which remain fibrous, the primary connective tissue 
undergoes a gradual transformation into cartilage. 
The cartilage cells become fewer, the collagen fibers 
gradually increase, and the elastic fibers slowly unite. 

4. At first, the blood vessels are numerous and of 
large caliber at the base of the semilunar cartilage 
undergoing regeneration. Later they become less 
numerous and smaller, but they follow the margins 
of the cartilage as it develops and finally invade the 
outer two-thirds of the cartilage. 

5. In the guinea pig the regenerating semilunar 
cartilage reaches the cartilage stage because the 
structure of the meniscus is cartilaginous and 
osseous. In animals in which the normal semilunar 
cartilage is fibrous or fibrocartilaginous, the regen- 
erating meniscus remains fibrous. 

6. In man, regeneration may fail to occur after 
removal of the semilunar cartilage if the joint is 
badly injured. Of great importance in such failure 
are lesions of the blood vessels of the investing 
capsule. As the normal semilunar cartilage of man 
is more fibrous than cartilaginous, the regenerated 
semilunar cartilage is fibrous. 

7. Clinical experience indicates that in cases of 
injury of a semilunar cartilage early complete re- 
moval of the cartilage is the treatment of choice as 
it may be followed by a functionally perfect regenera- 
tion. Moreover, if the injured cartilage or the stump 
left by partial removal remains in the joint for a long 
time it may cause lesions of other constituents of the 
joint which will render a later radical operation 
unsuccessful. 

8. According to experimental, embryological, and 
clinical observations, radical operation on the semi- 
lunar cartilage should be followed by mobilization 
very early. 

9. In the experiments reported none of the 
animals showed lesions of the articular heads even 
after a period of five months. This fact supports the 
conclusion that lesions of this type in man are due 
to the trauma that injured the semilunar cartilage 
or to the injured semilunar cartilage which was 
allowed to remain in the joint too long. 

1o. As compared with cartilage in general, the 
semilunar cartilages of the guinea pig have a very 
high regenerative power. EuGene T. Leppy, M.D. 


Lange, M.: Flatfoot as a Social Problem, Its 
Diagnosis and Treatment (Der Plattfuss als 
soziales Problem, seine Diagnose und Behandlung). 
Muenchen. med. Wchnschr., 1935, 2, 1875, 1912. 


In Germany, abnormalities of the feet have be- 
come very important and widely prevalent. The 
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incidence of flatfoot has been constantly increasing. 
In Italy and Greece, on the other hand, there is no 
flatfoot problem. In Germany, a relationship of this 
condition to the greater frequency of rickets is 
possible as rickets causes a general weakening of the 
connective tissue structures. The consideration of 
flatfoot is of special importance for the army. 

Flatfoot is a result of civilization. The human foot 
was not constructed for walking many hours daily 
on hard stone streets or for constant squeezing in a 
narrow shoe. These practices have resulted in arrest 
of development of the musculature of the foot, 
familial constitutional weakness of the feet, and a 
hereditary predisposition toward flatfeet. The wear- 
ing of Kneipp sandals to avoid squeezing the feet 
into shoes is of value only when the foot has retained 
a certain amount of reserve strength and the in- 
dividual takes walks in the sandals. It is of aid 
therefore only when the symptoms are slight. 

Congenital flatfoot. In congenital flatfoot the 
roentgenogram shows an abnormal inclination of the 
talus. In infants, flatfoot is often simulated by a 
well-developed pad of fat in the arch of the foot. 

Static flatfoot. The static flatfoot includes various 
subforms such as the flatfoot occurring in children, 
which develops as the result of weakness of the 
muscles and ligaments, with or without rickets; the 
flatfoot due to overload, which occurs in apprentices 
and youths; and the flatfoot of adults engaged in 
certain occupations, including the flatfoot of obesity. 
The development of the flatfoot begins with out- 
ward deviation of the os calcis. As the result of this 
the ligaments on the inner side of the foot are 
stretched and the longitudinal arch sinks. Simulta- 
neously there may be a depression of the transverse 
arch, the sinking of the metatarsal bones which 
occurs in ‘“‘spreadfoot.” These changes cause 
pressure on the plantar nerves and lightning-like 
pains (Morton’s neuralgia). 

Traumatic flatfoot. Traumatic flatfoot may follow 
fracture of the ankle. In the treatment of fractures 
of the ankle the surgeon often fails to pay sufficient 
attention to restoring the fork of the malleoli. The 
fork of the ankle gapes abnormally widely, and the 
astragalus assumes a valgus position with the os 
calcis. Fracture of the os calcis often results in flat- 
foot. In traumatic flatfoot, particularly the long- 
itudinal arch is sunken. Flatfoot is common also 
after leg fractures, especially those healing in the 
knock-knee position. However, its development 
does not depend entirely on bone injuries. When 
powerful tendons such as the anterior and posterior 
tibials are injured, marked flatfoot may develop 
slowly, even with bony metaplasia of the tarsal 
bones. The flatfoot following severe injuries of the 
leg—for example, that occurring in the normal leg of 
persons wearing a prosthesis—is the result of the 
excessive weight-bearing. Flatfoot usually does not 
result from distortion of the foot, but when it is 
already present a distortion of the foot is particu- 
larly unfavorable because the ligamentous apparatus 
is injured still more. Flatfoot often increases. 
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Therefore, after severe distortions, an additional 
arch support should be placed in the shoe. Active 
gymnastics of the foot must not be forgotten. 

In flatfoot, the entire static structure of the leg is 
affected. Pain occurs in the knee, hip, and sacral 
region. Too great demands are made on the 
musculature of the leg. Areas of muscle hardness 
appear. The joints suffer and are soon worn out. 
Arthrosis deformans develops, first in the foot, even 
in the cases of young persons, and then in the knee 
as the result of unfavorable influences on the 
articular surfaces of that joint. The everted foot 
forces the knee into the valgus position. The joint 
surfaces are subjected to more weight on the outer 
than on the inner borders. In all such cases of pain 
in the knee the side of the shoe should be built up. 
By the change in the position of the foot the statics 
of the whole leg are again changed. When there is 
marked interference with the ability to walk, an 
increase in the weight of the body occurs and this 
again reduces the functional ability of the foot. 
Severe metabolic disturbances occur, and often 
mental depression results. 

In the diagnosis, the history is especially im- 
portant. If the pains occur only on standing or walk- 
ing and are relieved by lying down and therefore by 
rest, their cause is flatfoot. If they occur not only 
during walking and standing but also during rest 
and in the recumbent position, their cause is usually 
an inflammatory disease (tuberculosis, infectious 
arthritis, gonorrhea). If they begin with the first 


steps early in the morning or after prolonged sitting, 
then decrease slightly, and recur, chronic deforming 


articular changes in the sense of an arthrosis de- 
formans are present. When the patient is able to 
walk for a few hundred meters, but must then rest, 
and after the rest is able to walk for some time—i.e., 
when the pain occurs during function and subsides 
while the patient remains in the standing position 
without muscular function—the symptoms are 
typical of vascular changes. In Buerger’s disease the 
pains often become unbearable at night. 

The pain of flatfoot varies in its location. Some- 
times it is in the longitudinal arch, sometimes at the 
internal malleolus, sometimes on the dorsum of the 
foot, and sometimes in the region below the external 
malleolus. Asa result of the incorrect distribution of 
weight, ligaments are stretched and articular sur- 
faces are pressed against each other in an abnormal 
manner. Sometimes the pain is more severe in the 
leg, the thigh, or the hip. Such pain is muscular pain 
due to too great demands on the musculature with 
unilateral strain as the result of the incorrect position 
of the foot. Pains in the posterior part of the foot 
indicate a spreadfoot with metatarsal sinking. Pains 
in the heel indicate a spur on the oscalcis. The 
occurrence of pain on the inner side of the heelin 
addition to pain in the middle of the heel indicates 
an extensive periostitis. As a manifestation of the 
incorrect weight-bearing of the foot in the valgus 
position there is an abnormal induration of the foot 
on the inner aspect of the heel. There is also a 
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periostitis of the os calcis which is of an inflammatory 
nature. This leads to marked changes in the bony 
form of the os calcis at its site of appearance. It runs 
a protracted course and requires repeated medica! 
treatment. 

In the examination of the foot, inspection is es 
pecially important. Normally, the axis of the heel is 
the continuation of the axis of the leg. In incom 
plete flatfoot there is an angle opening outward. 
Often when the deviations are slight the symptoms 
are severe because accommodation is still lacking 
The formation of the longitudinal arch and of the 
anterior transverse arch should be considered. If the 
latter is sunken, the foot is abnormally wide. The 
toes are often in the position of hammer toes. In- 
spection of the sole gives information as to the con- 
dition of the anterior transverse arch. If there is an 
abnormal induration in the middle of the anterior 
part of the foot and if the heads of the metatarsal 
bones are sensitive to the touch, pathological sinking 
of the metatarsal bones has occurred. 

A brief test of the movement of the foot should 
be made. Dorsal and plantar flexion and the rotary 
movements must be tested. Plantar flexion of the 
foot will usually be found free, but dorsal flexion 
is often limited. The limitation of dorsal flexion is 
due to shortening of the tendon of Achilles, which is 
especially common in women who wear high heels. 
As the result of this shortening the os calcis often 
assumes a valgus position. In inflammatory, anky- 
losed, contracted flatfoot, the rotary movements of 
the foot, carried out in the anterior lower (Chopart 
and the posterior lower ankle joint (talocalcaneus 
joint)—which show the mobility of the posterior 
part of the foot on the heel and the anterior part of 
the foot—are limited. The limitation of motion is 
produced at first only by changes in the soft parts 
(muscle contracture and shrinkage of the capsule and 
ligaments). Frequently it is associated with articu- 
lar irritation. In severe cases of flatfoot it depends 
upon changes in the tarsal bones. In such cases 
palpation of the muscles of the leg and the capsule 
of the ankle joint must be done. Not infrequently 
the latter is painfully thickened, and small painful 
indurations can be felt. 

In painful flatfoot, areas of muscle hardness are 
found regularly in the musculature of the leg; often 
also in the musculature of the thigh and hip. These 
have no relation to rheumatism. They are mani- 
festations of the chronic overburdening of the 
musculature. When a proper arch support is pro- 
vided they usually disappear, even without massage 
or hot air treatment. In vascular disturbances the 
condition of the pulse should be determined. In 
spastic conditions the pulse usually cannot be felt. 
As a rule no deposits of calcium are visible in the 
roentgenogram. Painful vascular spasms apparently 
do not occur in blood vessels with calcification of the 
media. Internal treatment is indicated. Only a 
physician is capable of making the examination. 

The Government should see to it that the feet of 
its citizens are not injured by poorly constructed 
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shoes. Most shoes are still made on valgus lasts. 
Shoe factories must eventually change to normal 
lasts and, in exceptional cases, even to varus lasts. 
Poorly constructed shoes favor the development of 
flatfoot and foot pain. Treatment is possible only 
with arch supports made according to a plaster cast 
of the given foot. The arch support must not only 
lift the arch of the foot, but also correct the valgus 
position of the posterior half of the foot and restore 
the transverse arch. It must have an outer flange as 
otherwise the foot will slide off the inclined plane. 

In children and adolescents flatfoot can be cured. 
In children, cure can usually be obtained by con- 
servative measures, whereas in adolescents it usually 
requires operation. In the cases of adults the aim 
of treatment should be the relief of pain. The 
treatment of children is begun with exercises to 
strengthen the musculature of the foot, such as grasp- 
ing exercises and walking on the outer edge of the foot. 
When there is a tendency toward incomplete flatfoot 
the heel must be displaced inward. If no improve- 
ment occurs within three months, a flanged arch 
support made according to a plaster cast should be 
employed. Occasionally, splints or bandages to be 
worn at night are necessary. In the cases of older 
children, the wearing of a so-called splint arch sup- 
port is often necessary for a time. 

In the cases of adults, treatment with arch sup- 
ports is most important. However, exercises should 
be carried out diligently. Often treatment for 
obesity is necessary in addition. The best arch 
support is that which relieves the pain. When the 
symptoms are slight, a commercial arch support is 
sufficient. However, an air pad and Lettermann arch 
supports are not satisfactory. Even in these cases 
the flanged arch support which is made from a 
plaster cast is best. The physician should make the 
plaster cast and the model. The physician and brace 
maker should work together. The support may be 
of metal, leather, or celluloid and steel wire. Sup- 
ports of celluloid and steel wire are best for persons 
with sensitive feet, especially those with marked 
sweating of the feet. Orthopedic shoes are un- 
necessary. The height of the heel is not so important 
as proper position of the heel under the middle of the 
foot. The heel must be sufficiently wide. When there 
are metatarsal symptoms a low heel is best. The 
fitting of the arch supports must be done by the 
physician with the codperation of the manufac- 
turer. As a perfect fit is essential, several fittings 
are required. 

The so-called inflammatory ankylosed flatfoot, 
especially in young persons, requires hospital treat- 
ment. Hospital treatment is necessary also when 
recovery does not follow arch-support treatment. 

Operations for flatfoot are the last resort. They 
can nearly always be avoided in the cases of children, 
but are often necessary in the cases of adolescents 
and occasionally necessary in the cases of adults. 
As the permanent results of non-surgical correction 
are frequently unsatisfactory, surgery is preferred 
today. When, in the cases of adolescents, the changes 
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in the soft parts are the most prominent, operations 
on the soft parts are done, especially transplanta- 
tions of tendons. If bony changes are present, bone 
operations (arch-shaped osteotomy on the neck of 
the talus) are necessary. The bony changes in flat- 
foot lead early to an arthrosis deformans of the 
posterior lower ankle joint. Eventually operative 
ankylosis of the talocalcaneal joint may be indicated. 
Good orthopedic after-treatment (plaster-cast treat- 
ment, medicomechanical therapy, the use of splint 
arch supports, the application of night splints) is 
required after all operations. However, the best 
treatment is prevention. Preventive measures 
should be begun in childhood. Exercises of the bare 
feet should be carried out regularly in the schools, 
and children living in cities should be encouraged 
to walk barefoot on uneven ground, gravel, and 
short grass, but not on soft sand. The well-leveled 
school yards should be covered with fine gravel, 
and the grass plots of the cities opened to the 
children for walking barefoot. 
(E. HempEt). Louts Neuwe tt, M.D. 


Ljvraga, P.: Juvenile Calcaneal Dysostosis (Le 
disostosi calcaneari giovanili). Chir. d. organi di 
movimento, 1936, 21: 510. 


Juvenile calcaneal dysostosis has been called by a 
confusing variety of names. It belongs to the large 
group of diseases described as ‘‘juveni.e osteo- 
chondritis,” ‘“‘osteo-articular pseudo-tuberculosis,”’ 
and “‘aseptic bone necrosis.” It attacks certain bones 
of the upper and lower extremities. The parts of the 
lower extremity most often involved are the iliac 
crest, the ischiopubic ramus, the head of the femur 
(Legg-Perthes disease), the anterior tibial tubercle 
(Osgood-Schlatter disease), the lesser trochanter, 
and the posterior process of the calcaneus (Sever- 
Vulliet disease, Haglund disease). The author pre- 
fers to call the last condition ‘‘dysostosis of the 
posterior calcaneal process.”’ 

Ljvraga reports the case of a ten-year-old boy who 
complained of a dull pain in the right heel. Tuber- 
culosis of the calcaneus was suspected, but after 
roentgen examination a diagnosis of calcaneal 
dysostosis was made. As immobilization of the foot 
resulted in no improvement, operation was per- 
formed. 

Under local anesthesia the tendon of Achilles was 
detached from its insertion at its upper two-thirds, a 
wedge-shaped piece of bone was removed to a depth 
of about 1% cm., and the tendon re-attached. The 
wound healed by primary intention, and the patient 
made an uneventful recovery. 

Histological examination of the removed piece of 
bone, which included also some cartilage, revealed an 
irregular ossification line with masses of bony tissue 
embedded within the cartilaginous tissue which ap- 
peared very abnormal. The osseous trabeculae were 
devoid of osteoblasts or showed complete necrosis 
and enclosed medullary spaces which were either 
empty or filled with a dead, chalk-like material (See 
Fig.) Cultures were sterile. 





INTERNATIONAL ABSTRACT OF SURGERY 


Bone trabeculez showing necrobiosis. 


The author states that the condition is most com- 
mon between the ages of nine and fourteen years and 
more frequent in boys than in girls. 

The diagnosis is made on the basis of the clinical 
picture and the findings of roentgen and histological 
examinations. 

As very few biopsies have been reported, the 
pathological anatomy is not known completely. Sim- 
ple, latent, and suppurative forms of the condition 
have been described. The suppurative form prob- 
ably represents a true osteomyelitis or periostitis. 

Several theories have been advanced with regard 
to the etiology. The author believes that endocrine 
disturbances are the primary etiological factors and 
that trauma is the most important accessory cause. 

If treatment by prolonged rest and immobilization 
does not result in improvement, operation should be 
done and followed by corrective measures {the wear- 
ing of an orthopedic shoe) and vitamin and hormonal 
therapy. 

The condition must be differentiated from infec- 
tion due to acid-fast bacteria, lues, osteomyelitis, 
contusions, dislocations, fractures, arthritis, bursitis, 
and tenosynovitis. RicHarD E. SomMa. 
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Kulowski, J.: The Orr Treatment of Pyogenic 
Osteomyelitis. Ann. Surg., 1936, 103: 613. 

The author bases his conclusions on 383 cases of 
pyogenic osteomyelitis treated in Steindler’s clinic 
and several cases of his own. He emphasizes Orr’s 
major demands—adequate drainage and adequate 
rest—and stresses the importance of careful atten- 
tion to details. He says that operation should be 
performed as soon as the diagnosis is established be- 
cause “no distinction is made between acute, 
chronic, or other unusual phases of the disease.” 

While it is more or less generally believed that rad- 
ical excision of the involved parts should be done in 
the chronic form and even in some subacute forms 
of the disease, such treatment is regarded as not 
adaptable in acute osteomyelitis. The reasons usu- 
ally given are increased mortality and morbidity and 


the difficulty of determining the limits of the lesion. 
However, there is no proof that direct drainage of 
the bone in the acute stage increases the mortality. 
It appears that until more is known about the rela- 
tionship between the port of entry of the bacteria, 
the septicemia, and the local skeletal manifestations, 
adequate drainage should be established as soon as 
the diagnosis is made. The affected portion of bone 
should be removed regardless of the stage of the 
disease found at operation. No distinction should be 
made between acute and chronic stages. 

In describing the Orr technique, the author em- 
phasizes the importance of a generous incision, ade- 
quate saucerization, and light but thorough packing 
with gauze impregnated with vaseline with a high 
melting point. Before the application of the vaseline 
pack the cavity made is dried thoroughly and then 
flooded first with tincture of iodine and next with 
alcohol to exclude possible secondary contamination 
at operation. 

The importance of immobilization in a plaster 
cast with the limb in a neutral position is discussed 
with relation to physiological rest and the prevention 
of subsequent deformities. 

The only indications for postoperative inspection 
of the wound are pain and persistent fever. In se- 
lected cases, especially when the patient’s general 
condition is poor and when extensive lesions require 
wide resection of bone, operation may be carried out 
through a window made in a previously applied 
plaster cast. Antuony F. Sava, M.D. 


Farill, J.: The Basis, Indications, and Contra- 
Indications of Ankylosing Operations on the 
Spine (Fundamento, indicaciones, y contra-indica- 
ciones de las operaciones anquilosantes del raquis). 
Rev. de cirug. de Hosp. Juarez, Mex., 1933, 7: 832. 


After reviewing the history of ankylosing opera- 
tions on the spine and describing the principal tech- 
niques, the author discusses the biology of bone 
grafts; the embryology, development, physiology, 
mechanics, and dynamics of the spine and its asso- 
ciated structures; the function of the bones, joints, 
ligaments, and muscles independently and in rela- 
tion to respiration and abdominal pressure; posture; 
and visceroptosis. 

The indications and contra-indications and the 
purpose of vertebral arthrodesis are discussed in 
detail. The author concludes that vertebral ar- 
throdesis is of value chiefly because of the immobiliza- 
tion it produces and the support it gives the spine on 
the basis of the well-known laws of osteogenesis. 

The operation should be supplemented by general 
treatment, immobilization, and rest. It is not indi- 
cated for abscesses or compression paraplegia. Be- 
fore it is performed, the cause and localization of the 
condition, the best time for performance of the oper- 
ation, the mechanics and dynamics in the given case, 
the age and general condition of the patient, the 
presence or absence of complications, metastasis, 
and paralysis, and the degree of the deformity must 
be determined. 
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Payr, E.: Surgical Restoration of the Ruptured 
Extensor Apparatus of the Knee, the Quad- 
riceps Tendon and Patellar Ligament, with 
Special Consideration of Neglected Cases. 
Clinical Study, Diagnosis, and Conservative 
Treatment (Ueber die operative Wiederherstellung 
des zerrissenen Kniestreckapparates, Quadriceps- 
sehne und Kniescheibenband, mit besonderer 
Beruecksichtigung veralteter Faelle. Klinik, Diag- 
nostik, unblutige Behandlung). Muenchen. med. 
Wehnschr., 1936, 1: 1. 

This article was written from the point of view 
that the general practitioner also should become in- 
formed regarding the origin, course, and prognosis 
of rupture of the extensor apparatus of the knee in 
order that he may contribute his share toward the 
cure of the condition. In the introduction, attention 
is called to the relation of such ruptures to direct 
and indirect trauma and to pathological conditions, 
both local changes in the knee joint and general 
conditions such as tabes dorsalis, obesity, rheuma- 
tism, gout, and gonorrhea. When tearing of the 
extensor apparatus of the knee is produced by a 
minor injury a general disease should always be 
assumed. 

Clinically, the very severe initial pain, which lasts 
for from two to four days, dominates the picture. 
This pain can be relieved immediately by the injec- 
tion of novocain. Later, there appears a “tumor,” 
produced by the contraction of the stumps of the 
muscles. The rupture of the extensor muscle is 
further manifested by a depression in the belly of 
the muscle, changes in the action of the patella, a 
lowered position of the patella, and an effusion in 
the joint. On the other hand, in rupture of its liga- 
ment, the patella appears drawn upward and the 
presence or absence of associated involvement of 
the lateral ligaments is determined by the possibility 
or impossibility of extension in the lateral position. 
Occasionally the roentgenogram yields valuable in- 
formation, especially if it is compared with a roent- 
genogram of the other knee. It discloses particularly 
the changed position of the patella and also slight 
avulsions of bone and ossifications in muscles. The 
most frequent erroneous diagnosis is ‘‘sarcoma,” 
which is made on the basis of the muscle tumor. 
According to the author, it is often difficult to re- 
store the mental balance of the patient when such 
an erroneous diagnosis has been made. 

In regard to the treatment it is recommended 
that tendon ruptures be sutured immediately when 
this is possible without endangering the asepsis of 
the skin wound. In cases of muscle rupture, imme- 
diate operation is not necessary, but the indication 
for surgical intervention depends on the degree of 
functional disturbance. Properly applied massage 
may be beneficial in such cases, but under certain 
circumstances an extensive plastic operation on the 
entire quadriceps extensor muscie must be done. 
However, under all conditions this should be pre- 
ceded by the correction of any forced flexion posture 
of the knee joint. The muscle rupture should then 
be freely exposed and its suture supplemented by 


lateral fixation sutures of silk to the upper border of 
the patella. The extremity should first be placed on 
a splint in the position of extension and a window 
made in the dressing over the patella to prevent 
injurious pressure of the patella on the thigh. in 
the after-treatment, special exercises play an im- 
portant part. 

In the suturing of the patellar ligament it is of 
special importance to ensheath this ligament with 
fascia after its approximation. If it has been en- 
tirely destroyed it should be replaced with a split-off 
portion of the extensor tendon of the knee which is 
either reflected downward over the patella or, in 
case of adhesion of the patella, drawn under the 
latter and fastened to the tibia. 

In conclusion the author calls attention to the 
fact that in all types of surgical restoration of the 
patellar ligament the possibility of later deformity 
of the knee joint (arthritis deformans) must be 
taken into consideration as this may be produced 
by the elevated position of the patella. 

(Max BuppE). Louts NEuweELt, M.D. 


FRACTURES AND DISLOCATIONS 


Wilson, P. D.: Fracture of the Lateral Condyle of 
the Humerus in Childhood. J. Bone & Joint 
Surg., 1936, 18: 301. 

The author feels that fractures of the lateral hu- 
meral condyle in children frequently escape recogni- 
tion and receive less satisfactory treatment than 
almost any other fracture of the elbow. They are 
relatively infrequent and occur within a fairly nar- 
row age range. The line of fracture extends from 
just above the capitellar epiphysis obliquely down- 
ward and inward, separating a triangular fragment 
consisting of the capitellar epiphysis and a thin 
plaque of metaphysis. Because of the pull of the 
long extensors of the wrist and fingers, the displace- 
ment of the fragment is rotary outward and back- 
ward so that the articular surface comes into con- 
tact with the fractured surface of the shaft. The ex- 
tent of the displacement depends on the tear in the 
aponeurosis and may be go degrees. The mechanism 
of injury is usually adduction of the forearm on. the 
humerus with the elbow incompletely extended. 

Late complications are very frequent. Among the 
most common are gross deformity and delayed ulnar- 
nerve palsy. 

The diagnosis, suggested by localized swelling and 
tenderness, is always confirmed by roentgenograms. 

In cases with displacement the treatment should 
be early open reduction with some form of fixation. 
The author prefers a silk suture through the muscu- 
lar attachments on the fragment and through a drill 
hole in the external supracondylar ridge. After the 
reduction he splints the elbow for three or four 
weeks, depending on the age of the child. In late 
cases this procedure is much more difficult and a 
bone graft may be necessary. However, Wilson pre- 
fers replacement rather than removal of the frag- 
ment. 
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Illustrative roentgenograms accompany the ar- 
ticle. BARBARA B. Stimson, M.D. 


Haggart, G. E., and Peelen, M.: Non-Union in 
Shaft Fractures of the Humerus. New England 
J. Med., 1936, 214: 815. 


On the basis of a study of six cases the authors 
express the opinion that two important factors of 
non-union of fractures of the shaft of the humerus 
are early operation and inadequate immobilization. 
They feel that when non-union is found careful pre- 
operative treatment to improve the condition of the 
soft parts is important. Active use of the extremity 
with a stabilizing splint is of value. The general 
health should be improved as much as possible. In 
the authors’ opinion massive onlay grafts held in 
place by metal screws are the most effective means of 
obtaining bone union. 

Two cases of non-union of a humeral shaft 
fracture are reported with photographs and roent- 
genograms. BarBara B. Stimson, M.D. 


Rankin, J. O.: Rotary Dislocation of the Atlas on 
the Axis. Am. J. Surg., 1936, 31: 27. 


Although only a small number of cases have been 
reported, the author believes that rotary dislocation 
of the atlas on the axis is not infrequent. It may be 
the result of disease of these joints or of trauma. 
The trauma resporsible is often of a mild type. The 
accident is followed immediately by severe pain in 
the neck with inability to move or rotate the head. 
The head is held tilted toward the side of the dislo- 
cation with the chin pointing away from that side. 
On palpation, the spinous process of the axis is 
found to be pointed in the same direction as the 
chin. This deviation is increased when an attempt 
is made to straighten the head. Roentgenograms, if 
satisfactory, reveal narrowing of the atlanto-axial 
intervertebral space on the side of the dislocation, 
widening on the other side, broadening of the poste- 
rior arch of the atlas, and deviation of the axial- 
spinous process. 

As a rule reduction may be obtained by head 
traction with the jury-mast. Manipulation under 
anesthesia is more dangerous. After the reduction, 
an immobilizing cast should be worn for from five to 
eight weeks. Recurrence is exceptional. 

CHESTER C. Guy, M.D. 


Decoulx, P., and Patoir, G.: Fractures of the 
Transverse Processes of the Lumbar Vertebrze 
(Les fractures des apophyses transverses lombaires). 
Rev. d’orthop., 1936, 43: 97. 

Although the mechanism of injury, roentgeno- 
graphic appearance, and symptoms of fractures of 
the transverse processes of the lumbar vertebre are 
well known, the authors feel that two problems re- 
main to be solved, viz., the occasional persistence of 
neuralgic pain which does not respond to medical 
treatment, and the difficulty of surgical treatment 
from the point of view of indication rather than 
technique. In their consideration of these problems 


they report five cases and briefly summarize th, 
etiology, anatomical pathology, and symptomatolog\ 
of such fractures. Four types of fractures of the 
transverse processes of the lumbar vertebrz are 
discussed: 

1. The usual type due to the classical causes and 
with localized symptoms making the diagnosis 
simple. The authors cite an illustrative case with 
fractures of the first four right transverse processes 
produced by considerable trauma. Expectant treat- 
ment resulted in gradual decrease of the symptoms, 
and the patient was out of bed on the tenth day. 
However, he continued to have pain and was unable 
to return to his previous work. Four years after the 
accident, roentgenograms showed the fractures 
unhealed. 

2. The benign type, which is characterized by 
minimal clinical signs and by healing without 
troublesome sequel. An illustrative case of frac 
ture involving a single process with complete return 
of function is reported. 

3. A masked type with severe associated lesions. 
As the healing of the other injuries progresses, the 
pain in the back becomes more predominant. The 
authors report a case with multiple injuries in ad- 
dition to fractures of four transverse processes. 
After five months the patient complained chiefly of 
violent pain in the lumbar region. He was awarded 
compensation for 85 per cent disability. Operation 
was advised but refused. 

4. The serious type, with abdominal rigidity. 
Occasionally cases of this type present a picture of 
intraperitoneal injury with a board-like abdomen 
However, the findings of laparotomy are negative. 
The authors report two cases: one in which laparot- 
omy was done, and one in which the symptoms de- 
creased after a few hours and operation was therefore 
averted. They do not offer a definite explanation of 
the board-like abdomen in such cases, but suggest 
that it may be due to retroperitoneal hemorrhage or 
direct irritation of muscles and nerves. They believe 
that when the trauma is localized to the lumbar 
region, when there is roentgen evidence of transverse 
process fractures, when the signs of a generalized 
reaction are slight, and when there is no evidence of 
intraperitoneal fluid it is safe to wait a short time 
to observe the symptoms before performing a lapa- 
rotomy. 

In many cases of fracture of the transverse 
processes healing occurs without residual symptoms. 
In others, there is persistent pain. The authors feel 
that injury to the soft parts plays an important role 
in the results. The diagnosis is suggested by acute 
local pains and confirmed by roentgen examination. 
Treatment may be either expectant or operative. 
Casts and braces are useless. Rest and various 
forms of heat are employed most frequently. It is 
wise to avoid telling the patient the diagnosis, and 
to get him up as soon as possible. Operative removal 
of the fragments may be necessary. The authors 
describe the operation briefly. 

BARBARA B. Stimson, M.1). 
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Watson-Jones, R.: Fractures of the Neck of the 
Femur. Brit. J. Surg., 1936, 23: 787. 

Watson-Jones believes that in fractures of the neck 
of the femur perfect immobilization is essential to 
limit hyperemic decalcification and reduce to the 
minimum the osteo-arthritis resulting from impair- 
ment of the blood supply to the articular cartilage. 
Such immobilization can be obtained surgically by 
use of the Smith-Petersen nail. In cases of high 
fractures of the neck of the femur the nailing opera- 
tion should be done early. After from six to eight 
weeks, it is inadvisable because of changes in the 
head fragment. In fractures at the base of the neck 
it may be done many months after the injury. 

The author prefers a lateral incision between the 
gluteus medius and tensor fasciz femoris as it gives 
a simpler exposure than the Smith-Petersen incision. 
The capsule is incised along the upper border of the 
neck, dissected away from the intertrochanteric line, 
and turned forward as a triangular flap. If the 
upper fibers of the vastus externus are then turned 
down subperiosteally, a very clear view of the whole 
line of the neck is secured. 

The length of the nail is determined before the 
operation by a roentgenogram of the uninjured hip 
to which a graduated x-ray measuring rod has been 
strapped. The shadow of the bone is measured 
against the equally magnified shadow of the rod. 
Stainless steel nails are used. A metal guide is in- 
serted into the distal fragment so that it emerges 
from the exact center of the fractured surface, the 
fracture is then reduced, and the guide is driven into 
the head fragment. The nail is threaded along the 
guide, and the fragments are gently impacted. No 
plaster spica or splint is used. In cases of high 
subcapital fractures weight-bearing is prohibited for 
at least three months, and in those of low trans- 
cervical fractures for from four to six weeks. 

The author has recently been applying this opera- 
tive procedure to intertrochanteric and pertro- 
chanteric fractures. He discusses certain complica- 
tions briefly and presents the results obtained in 
sixty-four cases. 

The article is illustrated by roentgenograms and 
drawings. Barzara B. Stimson, M.D. 
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Speed, J. S., and Boyd, H. B.: Operative Recon- 
struction of Malunited Fractures About the 
Ankle Joint. J. Bone & Joint Surg., 1936, 18: 270. 

The authors base their report on a study of some 
fifty operations of various types for malunited frac- 
tures about the ankle. They feel that a reconstruc- 
tion operation must restore: (1) the proper weight- 
bearing alignment of the leg, (2) the normal relation- 
ship between the articular surfaces of the tibia and 
astragalus, and (3) a satisfactory range of painless 
motion. If it cannot meet these requirements, a 
more radical procedure such as ankle fusion should 
be considered. 

In bimalleolar fractures conservative reconstruc- 
tion operations have usually proved satisfactory. 
The authors discuss osteotomy of the fibula alone 
for simple cases, osteotomy of the fibula and internal 
malleolus for others, and supramalleolar osteotomy 
for cases with valgus deformity associated with a 
relatively normal articular relationship between the 
tibia and astragalus. For the so-called trimalleolar 
fractures they advise early open reduction with in- 
ternal fixation by nail or screw when reduction can- 
not be obtained satisfactorily by closed methods or 
maintained in good position. In cases of malunion 
of trimalleolar fractures reconstruction operations 
are very difficult. In 75 per cent of the reviewed 
cases they resulted in poor function. The authors 
therefore recommend fusion of the ankle joint as 
a primary procedure in the following four types of 
cases: 

1. Cases of Pott’s fracture with definite arthritic 
changes causing persistent pain and disability. 

2. Cases of malunited trimalleolar fracture with 
posterior dislocation of the astragalus. 

3. Cases in which a reconstruction operation would 
be unsuccessful or too extensive, or too great manip- 
ulative force would be needed. 

4. Rare cases of malunion following fractures of 
the anterior tibial lip. 

Fusion can be carried out by either the posterior 
or the anterior route. The authors describe these 
routes briefly. 

Illustrative roentgenograms accompany the ar- 
ticle. BarBARA B. Stimson, M.D. 
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BLOOD VESSELS 
Douglas, B.: Conservative and Radical Measures 
for Treatment of Ulcer of the Leg. II. A 
Critical Study of Healing in Experimental and 
Human Wounds Under Elastic Adhesive 
Plaster. Arch. Surg., 1936, 32: 756. 


In an earlier study, the results of which he pub- 
lished in a previous report, the author found that 
ulcers which were many years old and had _ been 
refractory to many other methods of treatment 
healed with striking rapidity when strapped with 
elastic adhesive plaster. In this article he reports 
the findings of clinical and experimental investiga- 
tions carried out to determine the mode of action of 
elastic adhesive plaster on such lesions. A method 
for calculating the size of wounds is described. In 
the clinical investigation nine ulcers on the legsof 
seven patients were studied, their rate of healing 
under elastic adhesive plaster being compared with 
the ideal rate computed by Carrel, Hartman, and 
Du Nuoy. This study of a typical group of ulcers by 
quantitative methods indicated that the healing rate 
of most chronic ulcers treated with elastic adhesive 
strapping is more rapid than the ideal rate of healing 
of recent wounds kept sterile by a dilute solution of 
sodium hypochlorite as computed by Carrel, Hart- 
man, and Du Nuoy. 

Elastic adhesive plaster compresses dilated veins, 
improves the nutrition of the tissues, maintains an 
even and constant pressure on varicosities, favors 
contraction in one axis of the wound, and provides 
moist healing conditions without permitting the 
formation of a dead space. Secretions are not im- 
prisoned to any appreciable extent as the exudate 
comes out through the plaster as well as around its 
edges. The irritation and pain commonly experi- 
enced when dry dressings are used are promptly re- 
lieved when elastic adhesive plaster is applied. By 
protecting the surface from recontamination or _re- 
infection, the plaster permits the blood to build up 
at the wound antibodies definitely specific for the 
organisms present and thus favors rapid steriliza- 
tion. The “gloving action’ of the elastic adhesive 
plaster speeds up the healing process by inhibiting 
the growth of exuberant granulation tissue and 
pressing back that which has already formed. 

HERBERT F. Tourston, M.D. 


BLOOD; TRANSFUSION 


Lowenburg, H., Sr., and Ginsburg, T. M.: Induced 
Hypercalcemia: Its Possible Therapeutic Rela- 
tion to Thrombocytopenic Purpura. J. Am. 
M. Ass., 1936, 106: 1779. 


The authors review briefly the findings in a case 
of acute hypercalcemia reported by them in 1932, 


in which the condition was caused by accidental 
overdosage with parathyroid extract. The patient, 
a boy aged five years, was treated for severe essential 
purpura hemorrhagica and had received hyjo- 
dermically 5 c. cm. (100 units) of parathyroid ex- 
tract daily for five days. The earliest symptom of 
overdosage was vomiting which gradually increased 
in severity. Apathy and extreme lethargy then 
developed and were followed by serious physical 
depression. There was an irregular fever reaching a 
maximum of 103 degrees F. At the termination of 
the five days of treatment the calcium content of the 
blood serum was 19.6 mgm. per 100 c. cm. of blood, 
and within three days it fell to 12.1 mgm. At the 
time of the patient’s admission to the hospital a 
reading of the bleeding time had not been con- 
cluded after two hours’ observation, but during the 
course of the administration of parathyroid extract 
the bleeding time had fallen to five minutes and ten 
seconds and all visible bleeding had stopped. 
While spontaneous remission was considered a 
possibility, the purpura has not recurred to date. 

In a case of essential purpura hemorrhagica seen 
recently treatment with parathyroid extract was 
followed by apparent cure. The authors compare 
their observations in this case with those in the first 
case in an attempt to establish the clinical syndrome 
of acute hypercalcemia or parathyroid poisoning. 

They state that the toxic symptoms appearing in 
man are similar to those reported to occur in animals 
when experimental hypercalcemia is produced by 
intentional overdosage with parathyroid extract. 
The earliest symptom is vomiting. This is soon 
followed by weakness, apathy, and lethargy. The 
serum calcium and serum phosphorus show generally 
parallel changes. Their levels rise with the adminis- 
tration of parathyroid extract and fall promptly 
when the latter is discontinued. The sharp fall in 
the calcium level when the administration of the 
parathyroid extract is stopped is striking. 

In conclusion the authors state that while two 
cases are obviously not sufficient to establish a 
method of treatment, the striking results are very 
suggestive. The treatment of thrombocytopenic 
purpura by the induction of hypercalcemia by giving 
large doses of parathyroid extract is worthy of trial. 
Calcium gluconate was used by the authors to pro- 
tect the bones from withdrawal of calcium into the 
bloed. HERBERT F, Tuurston, M.D. 


Peck, S. M., Rosenthal, N., and Erf, L. A.: The 
Value of the Prognostic Venom Reaction in 
Thrombocytopenic Purpura. J. Am. M. Ass. 
1936, 106: 1783. 


The authors’ observations on the prognostic and 
therapeutic value of moccasin snake venom in 
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thrombocytopenic purpura hemorrhagica were made 
in the cases of fourteen males and thirty-six females. 
All of the patients exhibited the typical clinical and 
laboratory features of the disease. In 44 cases the 
condition was of the idiopathic type and in six it 
seemed to be due to the ingestion of drugs. 

All of the patients were given preliminary intra- 
dermal tests with small amounts of diluted venom, 
and in all this so-called ‘‘prognostic venom reaction”’ 
was positive. A positive reaction is indicated by 
local rupture of the capillaries at the site of the 
injection with diffusion of blood into the tissues. 
After varying periods of time the tests were repeated 
in order to determine whether there had been any 
change in the purpuric state as a result of various 
types of therapy. The cases are grouped as follows: 

1. Acute purpura with recovery, eight cases. 
Five of the patients were given therapeutic subcuta- 
neous injections of the venom twice weekly for 
variable periods of time. Three received no treat- 
ment. The prognostic reaction gradually became 
less positive and finally became negative. The 
negative reaction usually occurred before the clinical 
signs had entirely disappeared and before the hema- 
tological criteria had returned to normal, thus 
demonstrating the value of the test. 

2. Acute purpura hemorrhagica with a fatal 
termination, two cases. Both patients died of 
anemia in spite of many transfusions. The prog- 
nostic venom reactions were very strongly positive. 

3. Chronic purpura hemorrhagica with sympto- 
matic improvement during venom therapy, seven- 
teen cases. Venom therapy was followed by sympto- 


matic improvement in every instance, the intra- 
dermal tests becoming negative. 

4. Chronic purpura hemorrhagica without symp- 
tomatic improvement during venom therapy, four 


cases. These cases remained refractory to thera- 
peutic injections of venom. The intradermal tests 
remained persistently positive over periods of time 
ranging from six to sixteen months. 


5. Recurrent purpura hemorrhagica, two cases. 
Recurrent episodes of purpura with typical hemato- 
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logical changes were followed by recovery. The 
prognostic venom reaction was positive at the begin- 
ning of each recurrence and paralleled the clinical 
symptoms. Venom therapy was given during ex- 
acerbations and seemed to be of value. 

6. Chronic purpura hemorrhagica (splenectomies 
and splenic artery ligations), eleven cases. The im- 
portance of the prognostic venom reactions was most 
evident in this group. Splenectomy was done in 
nine cases; splenic artery ligation in one; and splenic 
artery ligation followed by splenectomy in one. By 
means of the prognostic venom reactions the cases 
could be classified as follows: (a) those responding 
to venom therapy and splenectomy, (b) those not 
responding to venom therapy, but responding to 
splenectomy, and (c) those not responding to either 
venom therapy or splenectomy. Splenectomy is 
indicated when the patient fails to respond to inten- 
sive treatment with venom and continues to give a 
positive intracutaneous venom reaction. Operation 
may prove beneficial in some of these cases. A 
negative.skin reaction after operation is of good 
prognostic significance. A persistently positive reac- 
tion after operation indicates that operation will not 
be of benefit. 

7. Thrombocytopenic purpura due to drugs, six 
cases. Nooearsphenamine, arsenic, quinine, chry- 
sarobin, benzene, allyl-isopropyl-acetyl-carbamide, 
and gold may cause purpura. Skin tests serve as a 
guide for determining the immediate prognosis. In 
the reviewed cases recovery was rapid when the 
offending drug was withdrawn. 

The authors point out that the severity of the 
symptoms of purpura hemorrhagica has no direct 
relationship to the platelet count but is dependent 
upon the functional qualitative capacity of the 
megalokaryocytes and platelets and the integrity of 
the capillaries. Reversal of a positive reaction fore- 
casts improvement. In the management of cases 
of purpura hemorrhagica it is important to test and 
treat the patient with snake venom either for con- 
trol of the condition or to predict the outcome after 
splenectomy. ArtHuR S. W. Tourorr, M.D. 





SURGICAL TECHNIQUE 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Buzello, H. A.: Infectious Complications of 
Wounds of the Hands and Fingers (Infektioese 
Komplikationen der Wunden der Hand und Finger). 
Verhandl. 7 internat. Kong. Unfallheilk. u Berufs- 
krkh., 1935, 2: 485. 

In this comprehensive article the author discusses 
the various infections which may develop as com- 
plications in cases of injuries and wounds of the 
hands and fingers. The signs of inflammation in 
these wounds are the classical signs—redness, fever, 
swelling, pain, and functional disturbances. 

By far the most frequent acute infections of the 
fingers and hands following injuries are the various 
forms of panaritia and phlegmons of the tendon 
sheaths. The origin, cause, course, and treatment 
of panaritia are discussed in detail. Other acute 
infections, such as osteomyelitis, erysipelas, and 
erysipeloid, are also discussed. The author then 
takes up the origin and relationship of a number of 
important specific infections associated with injuries 
and wounds of the hands and fingers, among which 
are tetanus, lyssa, wound diphtheria, and anthrax. 
These infections, which are more general than local, 
are very common. 


An exact description of these infectious complica- 
tions of wounds and injuries of the hand is of great 
importance because the hand, being the organ for 
grasping and touch, is, next to the brain, the most 
important part of the body in the various activities 
of daily life. For this reason also, the hand is par- 


ticularly exposed to accidents and wounds. More- 
over, infectious complications of injuries to the 
fingers and hand are very frequent. Therefore the 
correct and timely recognition of these infections 
and their proper treatment are extremely important. 
(H. Gross). JoHn W. Brennan, M.D, 


Arnulf, G., and Frieh, P.: Intra-Arterial Injections 
of Antiseptics in Infections of the Limbs (In- 
jections intra-artérielles d’antiseptiques dans les in- 
fections des membres). Presse méd., Par., 1936, 
44: 629. 

At the instigation of Leriche, the authors have 
been using intra-arterial injections of antiseptics 
(gentian violet and mercurochrome) in various in- 
fections of the limbs. The cases in which they have 
employed this method have been generally very 
serious ones, such as cases of extensive suppurative 
lymphangitis; suppurative arthritis; gas gangrene 
and other forms of moist gangrene, especially in 
arthritics; extensive phlegmons; and tropical ulcers 
of the legs. The most satisfactory results were 
obtained in lymphangitis. 


The best solution for the treatment is a 2 per cent 
aqueous solution of mercurochrome. The alcoholic 
solution of mercurochrome, which is now made with 
acetone, should never be used as it may cause severe 
icterus and even sudden death from fibrillation, 
The usual dose is from 8 to 10 c. cm. Smaller 
amounts are ineffective, and larger ones may he 
dangerous. The injection should be made slowly 
after entrance of the needle into the artery has been 
proved by the reflux of red blood into the syringe. 
When it is made properly the skin of the limb 
shows a slight redness from the mercurochrome. In 
the evening of the day of the injection there is apt 
to be a chill with a rise in the temperature to 309 or 
40 degrees C. However, on the following day the 
temperature again becomes normal. As a rule there 
is rapid improvement in the local and general symp- 
toms. The mercurochrome has a bactericidal and 
vasodilating effect. The vasodilatation stimulates 
phagocytosis. 

Often a single injection is enough. Not more than 
three or four injections should be given as more are 
apt to cause mercurochrome intoxication with 
diarrhea and mercurial stomatitis. If there are no 
signs of improvement after one or two injections 
the usual surgical measures should be carried out 
without delay. 

In the cases of patients with albuminuria and in 
the cases of patients with severe vasomotor dis- 
turbances intra-arterial injections of mercuro- 
chrome are contra-indicated as in the former they 
may cause acute nephritis and in the latter acute 
vessel spasm followed by gangrene. Old persons 
should be given only small doses. 

Fourteen cases treated by the intra-arterial injec- 
tion of an antiseptic are reported briefly. 

AupREY Goss Morcan, M.D. 


Touraine, A.: Gas Gangrene Following Hypo- 

‘dermic Injections (La gangréne gazeuse aprés 

injections médicamenteuses). Presse méd., Par., 
1936, 44: 674. 

In spite of the medical and medicolegal aspects of 
gas gangrene following hypodermic injections, rela- 
tively little has appeared regarding the condition in 
the medical literature. 

Of eighty-three cases—sixty collected by Jung- 
hanns and twenty-three reported since his investiga- 
tion—adrenalin was injected in 32.5 per cent, cafiein 
in 21.7 per cent, physiological salt solution in 8.4 per 
cent, camphor in 8.4 per cent, quinine in 6.0 per cent, 
digitalis in 4.8 per cent, sparteine in 3.6 per cent, 
morphine in 3.6 per cent, novocain, scopolamine, 
sodium salicylate, sodium methylarsenate, calcium, 
and etherized oil in 1.2 per cent each, and various 
other solutions in 3.6 per cent. 
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(he condition usually follows subcutaneous or 
intramuscular rather than intravenous injections. It 
js most common in persons whose resistance has been 
decreased by an infection such as pneumonia, grippe, 
typhoid fever, or malaria, or by an acute or chronic 
intoxication. 

In 39.6 per cent of fifty-three cases collected by 
the author there was a lesion of the gastro-intestinal 
tract, of which the bacillus perfringens is a normal 
inhabitant. 

The symptoms of gas gangrene following a hypo- 
dermic injection are similar to those of gas gangrene 
in war wounds. The injection is followed, often after 
a brief latent period, by more or less severe local pain 
which is not relieved by rest or the application of 
heat and increases as redness and swelling of the area 
appear. Sometimes by as early as the tenth hour, 
but usually not before the next day, the region is red 
and tender. On the basis of an intense erythema 
there appear a marbling and ecchymotic violaceous 
or livid spots which in several hours change to the 
black of gangrene. A fine gas crepitus begins in the 
center of the involved region and spreads rapidly. 
The temperature rises to 104 degrees F. or higher. 
The fever is accompanied by chills. The general con- 
dition then rapidly deteriorates and the patient dies 
in collapse, usually within twenty-four hours. In the 
eighty-three cases cited there were seventy-eight 
deaths, a mortality of 94 per cent. 

Treatment has little effect. Extensive incisions, 
wet dressings, local injections of oxygen, amputation, 
and large doses of serum are of little avail. 

Autopsy shows an extensive local reaction and 
toxic changes in the viscera. 

In all cases in which cultures have been made the 
bacillus perfringens has been found. From a careful 
study of the reported cases the author concludes that 
this type of infection occurs as the result of the 
presence of the bacillus perfringens in the blood and 
the creation, by the hypodermic injection, of an area 
of lowered resistance to this bacillus. 

Max M. Zrnnincer, M.D. 


Walker, I. J., Weiss, S., and Nye, R. N.: Salmonella 
Suipestifer Infection with Surgical Complica- 
tions. New England J. Med., 1936, 214: 567. 


Bacillus suipestifer belongs to the salmonella 
group, better known as the ‘‘paratyphoid” group 
of organisms. Instances of isolated and endemic 
gastro-intestinal infection in the human due to bacil- 
lus suipestifer are relatively common in Europe and 
somewhat less common in the United States. While 
the infection is undoubtedly the result of food con- 
tamination, its original sources have remained un- 
determined. Infections due to bacillus suipestifer 
in man have been found most frequently in babies 
and children. The authors report two cases of lo- 
calized surgical lesions occurring in adults. In the 
first case, following a transient bacteriemia, a meta- 
static splenic abscess developed, producing the clini- 
cal picture of subphrenic abscess on the left side. 
Operation resulted in recovery. In the second case, 
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the patient suffered from chronic cholecystitis asso- 
ciated with the usual symptoms which bacteriologi- 
cal studies showed was due to the bacillus suipestifer. 

In general the surgical lesions caused by bacillus 
suipestifer are similar to those complicating typhoid 
and paratyphoid fever. Localized abscesses are 
rather rare and are probably the resuit of bacillus 
suipestifer septicemia. 

Unless complete serological and bacteriological 
studies are made, many of the lesions caused by the 
bacillus suipestifer will be attributed to an unidenti- 
fied gram-negative motile organism. 

Artuor S. W. Tourorr, M.D. 


Tzanck, A., Klotz, H. P., and Negreanu, A.: A 
Contribution to the Study of the Treatment 
of Cutaneous Staphylococcus Lesions with 
Toxoid. Results, Accidents, Posology (Con- 
tribution a l’étude du traitement des staphylo- 
coccies cutanées par l’anatoxine. Resultats, acci- 
dents, posologie). Bull. et mém. Soc. méd. d. hop. de 
Par., 1936, 52: 352: 

The authors add another enthusiastic report to 
the mounting number emanating from French clinics 
with regard to the value of toxoid in the treatment of 
staphylococcus infections, particularly furunculosis 
and pyodermia. Of their series of fifty-six cases, the 
results were considered very favorable in eighteen 
and favorable in thirty-five. Only three were not 
inflnueced. Favorable results usually became ap- 
parent after the first injection. About 17 per cent 
of the authors’ patients showing good immediate re- 
sults later developed recurrences, but as a rule the 
latter were insignificant lesions with an abortive 
course. 

In about 25 per cent of the cases there were mild 
systemic reactions characterized by slight pyrexia 
lasting for a day. Local reactions, usually in the 
form of a patch of erythema several inches in diam- 
eter around the site of injection, were quite frequent. 
Most of the individuals showing reactions were later 
proved to be sensitive by the intradermal injection 
of a skin test dose. The authors believe that the skin 
test should be carried out routinely as a means of 
preventing serious reactions. Joun Lockwoop, M.D. 


Tzanck, A., Klotz, H. P., and Negreanu, A.: A 
Comparative Study of the Clinical and Sero- 
logical Results in the Treatment of Cutaneous 
Staphylococcic Lesions with Toxoid (Etude 
comparée des résultats cliniques et sérologiques au 
cours du traitement des staphylococcies cutanées 
par l’anatoxine). Bull. et mém. Soc. méd. d. hop. de 
Par., 1936, 52: 355. 

The injection of staphylococcus toxoid is usually 
followed by a rise in the antistaphylolysin titer of 
the patient’s serum, a fact first recognized by Ramon 
and demonstrated also in the authors’ studies. It 
seems possible that the beneficial results obtained 
with this treatment are attributable to the formation 
of specific antitoxic antibodies. However, in several 
of the authors’ cases good clinical results were ob- 





278 INTERNATIONAL ABSTRACT OF SURGERY 


tained when the antistaphylolysin titer remained 
low, and in others the injections were not beneficial 
although the blood showed a considerable rise in 
specific antibody. The authors therefore conclude 
that the exact immunological process by which re- 
sistance to staphylococcus infections is created still 
remains to be determined. Jon Lockwoop, M.D. 


ANESTHESIA 


Weese, H.: Modern Therapeusis with Hypnotics 
and Basal Narcosis (Thérapeutique moderne par 
les hynoptiques et la narcose de base). Anes. et anal. 
1936, 2: 12. 

More than half of this article is a review of the 
facts and theories regarding normal sleep which is 
too complex to be abstracted. The curves of normal 
and pathological sleep are presented. The “quantity 
of sleep” (Frey) is defined as the product of depth 
of sleep by duration. The center of regulation of 
sleep in the brain is stated to be in the region of the 
cerebral peduncles at the junction of the mesenceph- 
alon and the diencephalon, below and behind the 
third ventricle. Excitation in one small area here 
produces sleep, whereas excitation in a lower and 
more posterior area produces insomnia. 

While physiology has not furnished any basis for 
the substitution of sleep-producing substances in 
cases of insomnia, we have arrived at a pharmaco- 
therapy of sleep empirically. While we may not 
actually cause sleep by these drugs, we are able to 
bring about suppression of excitement, one of the 
conditions necessary for sleep. 

Of all hypnotics, the barbituric acid group are the 
most numerous and the most varied. All bar- 
biturates are absorbed by the gastro-intestinal tract. 
Some of them, such as evipan, are absorbed by the 
stomach, and others, such as avertin, by the rectum. 
Some can be injected intravenously. As soon as 
they enter the blood, the process of elimination 
begins by excretion, transformation, or disintegra- 
tion. In the cases of some, such as evipan, this 
process is very rapid whereas in the cases of others 
it is comparatively slow. In general it may be said 
for all the barbiturates that the rate of detoxifica- 
tion and the dosage are a linear function, one of the 
other. The excretion of the drug in the urine varies 
from 1.52 to 71.4 per cent of the dose administered. 
The excretion of veronal is 71.4 per cent and that of 
curral and luminal, from 25 to 33 per cent. The 
other barbiturates are excreted in the urine in very 
small amounts. 

The products of transformation have been chemi- 
cally demonstrated only in the cases of noctal, 
pernocton, and phanodorm. The disintegration of 
evipan is partially known, but that of veronal, 
luminal, and amytal is entirely unknown. 

Avertin is absorbed by the stomach, but more 
rapidly and uniformly by the rectum. However, 
the rate of absorption is more rapid at first than 
later. It is detoxified by conjugation with glycuronic 
acid and excreted by the kidney. 


The cumulative effects of some of the barbiturates 
must be considered. Though they are usually not 
desirable, they may be beneficial in certain condi- 
tions such as epilepsy. On the other hand, a patient 
may develop tolerance to these drugs, at least so far 
as their hypnotic effect is concerned, although their 
anti-epileptic effect may remain unchanged. 

The concentration of the barbiturates in the blood 
varies with the dose and particularly with the meth- 
od of administration. In intravenous and rectal 
administration it rises rapidly and the entire or- 
ganism is invaded by the narcotic just as in inhala- 
tion anesthesia. Curves showing the concentration 
of evipan in the blood, brain, liver, and diaphragm 
with different dosages are presented. Only when 
nearly lethal doses are given does the concentration 
in the brain exceed that in the blood. Exact studies 
of the concentration in various parts of the brain 
have not been made, but there is evidence that the 
greatest concentrations occur in the cortex and in 
the cerebral peduncles near the center for the regu- 
lation of sleep. In the case of veronal, curral, and 
phanodorm, Vogt has shown that the concentration 
is the same throughout the entire nervous system. 

The clinical difficulty in the use of most anes- 
thetics other than those employed for the induction 
of anesthesia by inhalation is the difficulty in con- 
trolling the rate of their absorption. It is for this 
reason that avertin, for example, should be used only 
as a basal anesthetic. An effort should be made to 
find other drugs with still larger margins of safety. 
At the present time it is necessary to choose the 
hypnotic which will give the effect desired in the 
given case. Max M. ZINNINGER, M.D. 


Lhermitte, J.: Lesions of the Nervous System in 
Acute and Subacute Barbiturism (Les lésions du 
systéme nerveux du barbiturisme aigii et subaigii). 
Anes. et anal., 1936, 2: 1. 


The author reviews the macroscopic and micro- 
scopic findings in the central nervous system follow- 
ing clinical and experimental intoxication with 
barbiturates. The macroscopic changes are con- 
gestion, hemorrhages, and edema, the ordinary 
findings in acute intoxications and asphyxia. 

The reports of the microscopic findings vary 
greatly. Some of the more important changes 
described are the following: In the meninges, edema 
and extravasation of blood. In and around the 
cerebral and meningeal vessels, fatty degeneration of 
the endothelium, perivascular hemorrhages, and 
hyaline and fatty degeneration. In the nerve tissue 
itself, necrosis and necrobiosis of the myelinized 
fibers leading to rarefaction and later to neurogliar 
proliferation. In the cells, tigrolysis and fatty degen- 
eration. In the neurofibrils, granular degeneration. 

The most extensive lesions occur in the cerebral 
cortex, the centrum ovale, the lenticular and olivary 
nuclei, the substantia niger, and the cerebral 
peduncles. 

In the rabbit, fatty degeneration in the brain, 
liver, kidney, and myocardium, and in the dog, fatty 
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degeneration in the cerebrospinal system and 
viscera has been found. Max M. ZINNINGER, M.D. 


Coryllos, P. N., and Bass, S.: Evipal Anesthesia in 
Thoracoplasties. Anes. & Anal., 1936, 15: 66. 


After finding it unwise to administer fixed doses of 
evipal according to weight or age, the authors used 
the following modified technique in 200 cases of pul- 
monary tuberculosis treated by thoracoplasty: 

Twenty-five grains of sodium bromide were given 
the night prior to the operation and '% gr. of panto- 
pon was injected subcutaneously one-half hour be- 
fore the operation. After the patient was on the 
operating table and all had been prepared, 34 gr. of 
ephedrine was given subcutaneously. This prevents 
the marked fall in the blood pressure which is apt 
to follow the injection of evipal. The latter, in 10 
per cent solution, was then introduced into one of the 
antecubital veins at a rate not exceeding 1 c.cm. per 
ten‘seconds. After the injection of from 2 to 4 c.cm. 
the patient fell into a deep sleep. The injection was 
then continued at the same rate until twice the hyp- 
notic dose plus 1 c.cm. had been given. This is the 
basal anesthetic dose. When the anesthesia began 
to lighten, as evidenced by return of the corneal re- 
flexes and rolling of the eyes, from 1 to 3 c.cm. were 
given. If the patient showed signs of poor tolerance 
to the drug, such as a very marked drop in the blood 
pressure or a disturbance of respiration following the 
initial injection, the anesthesia was continued with 
nitrous oxide-oxygen. The maximal dose used was 
16 c.cm. 

Frequent recording of the blood pressure showed 
an average drop of 47 points in the systolic pressure 
within the first three minutes after the injection. 
Thereafter the pressure rose steadily and at the con- 
clusion of the operation averaged only 19 points 
lower than it was originally. In 9 per cent of the 
cases the systolic pressure fell so low that it could not 
be registered in the arm. In 9g per cent there was no 
fall in the pressure. The pulse rates averaged 110 
before the induction of anesthesia, 159 during the 
operation, and 146 at the end of the operation. The 
average increase in the respiratory rate was from 23 
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before the operation to 34 at the end of the opera- 
tion. In only 2 cases was there a short period of 
apnea. 

Because of their variations, the corneal and pupil- 
lary reflexes cannot be relied upon as indications 
of the depth of the narcosis. More evipal should be 
injected when the eyeballs begin to roll. The bron- 
cholaryngeal reflexes appear to be only slightly 
affected, and cough and expectoration return almost 
immediately after the operation. The patient re- 
mains unconscious for from fifteen to twenty minutes 
following the initial injection, and for varying peri- 
ods after the subsequent injections depending upon 
the subsequent dosage. Light postoperative sleep 
lasts for about a half hour. In 15 per cent of the 
authors’ cases a mild tremor of short duration oc- 
curred during or after the administration of the 
evipal, and in 17 per cent a slight transient cyanosis 
developed during the operation. Postoperative rest- 
lessness occurred in 31 per cent. and vomiting of 
short duration in 24.7 per cent. Severe shock de- 
veloped during operation in 3 cases. There were no 
fatalities: 

In contrast to other barbiturates, evipal is rapidly 
destroyed by oxidation. Approximately 97 per cent 
is destroyed by the liver. Therefore any disease as- 
sociated with hepatic insufficiency contra-indicates 
the use of this drug. 

When a toxic dose is given the predominant symp- 
tom is slowing of the respiration or complete apnea 
followed by cardiac failure. Therefore the most re- 
liable guide to safe anesthesia is the respiration. As 
long as the rate and depth of respiration remain nor- 
mal there is no danger. Slowing of the respiratory 
rate calls for the immediate use of oxygen-carbon 
dioxide inhalations. If these fail, artificial respira- 
tion should be begun at once. The use of respiratory 
stimulants, such as the intravenous injection of from 
4 to 6 c.cm. of coramine, is also recommended. 

Notwithstanding the favorable results in their 
cases, the authors emphasize that evipal is a toxic 
substance. They state that a number of deaths at- 
tributed to its use have been reported in the litera- 
ture. ARTHUR S. W. Tourorr, M.D. 
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ROENTGENOLOGY 


Davis, J. S.: Some of the Hazards of Irradiation. 
Am. Surg., 1936, 103: 836. 

Davis believes that too little attention has been 
paid to the untoward effects which may follow 
irradiation with radium or the x-rays. On the basis 
of long experience in the treatment of irradiation 
injuries he says: “Both radium and roentgen rays 
should be used for therapeutic purposes only by ex- 
perts, and then with the utmost caution.” He states 
that irradiation therapy is used in many cases in 
which simple surgical excision would be preferable. 

The effects of over-exposure are discussed. They 
vary from simple erythema to destruction of the 
entire thickness of the skin and of the underlying 
tissues to a varying depth. These effects may be 
noted soon after the treatment or may first become 
apparent after a long period of latency. Irradiation 
given during the period of growth may retard the 
normal development of the soft parts and bones. 
Therefore, before it is given to young children the 
parents should be told of the possibility of retarda- 
tion of growth and of x-ray burns. Sometimes doses 
which are ordinarily considered harmless interfere 
with the spermatogenic function of the testicle. The 
possibility of damage to the eyes and larynx is also 
discussed. Harotp C. Ocusner, M.D. 


Carty, J. R.: Soft-Tissue Roentgenography. Am. 
J. Roentgenol., 1936, 35: 474. 


Soft-tissue roentgenography permits visualization 
of details of the soft tissues equal to, or even greater 
than, that permitted by ordinary roentgenograms of 
osseous structures. It is based upon the differences 
in the density and consistency of various parts of the 
tissues. The author describes the roentgen appear- 
ance of the skin, superficial tissues, and muscles, and 
such local areas as the ankle, knee, elbow, breast, 
neck, and supraclavicular regions. In some of the 
regions mentioned normal blood vessels can be dem- 
onstrated without injection methods. Occasionally 
the popliteal nerve can be demonstrated in the pop- 
liteal space. 

Great care is necessary to obtain satisfactory 
roentgenograms. Essential for successful roentgen- 
ography of the soft tissues is a high milliampere- 
second ratio with as low a voltage as is consistent 
with adequate penetration. Contrast is of prime im- 
portance. No special equipment is necessary, but 
the best results are obtained with full wave rectified 
machines capable of fine regulation. The use of 
100 ma. for three seconds’at 36 in. with voltage as a 
variable factor has been found§by the author con- 
venient and efficient. Intensifying screens are used. 
Certain types possess special advantages, but almost 


any of them will do. Special care is required in the 
development of the negatives. Sight regulation is 
preferable to a strict time and temperature method 
as it permits removal of the film from the developer 
when the part under investigation becomes visible. 
Routinely at least two exposures of varying penetra- 
tion should be made. In the viewing of the roent 
genogram, special illumination is necessary to bring 
out all the details. 

For proper interpretation of the roentgenogram a 
thorough knowledge of the underlying pathological 
process is even more imperative than in the examina- 
tion of osseous structures. The author describes in 
detail the roentgen findings in edema, hemorrhagic 
extravasations, and infections, and discusses the 
value of this method of examination in cases of soft- 
tissue tumors, pathological conditions of the mus 
cles, subperiosteal hemorrhage, non-opaque foreign 
bodies, breast tumors, joint affections, and vascular 
conditions. ApotpH Hartune, M.D. 


Segre, M. Roentgen Treatment of Cervicobrachial 
Radiculitis from Arthritis Deformans of the 
Cervical Column (Il trattamento roentgen delle 
radicoliti cervico-brachiali da artrite deformante 
delle colonna cervicale). Radiol. med., 1936, 23: 213. 


The author reports seven cases of cervicobrachial 
radiculitis from arthritis deformans of the cervical 
column and presents the roentgenograms. He em- 
phasizes that roentgen treatment should not be used 
for sensory and motor disturbances of the brachial 
plexus unless roentgen examination has shown signs 
of arthritis of the cervical vertebre, usually the 
lower ones, and unless other causes for the disturb- 
ance can be excluded. In cervicobrachial radiculitis 
due to arthritis deformans of the cervical column 
roentgen treatment brings about relatively rapid 
recovery even in old chronic cases. This treatment 
is so uniformly successful that it may be used as a 
therapeutic test to determine whether cervicobra- 
chial radiculitis is caused by arthritis of the cervical 
column. 

The mechanism by which arthritis deformas of 
the cervical column causes disturbances of the 
brachial plexus and the mechanism by which roent- 
gen irradiation cures such disturbances are not 
known. There is no change in the roentgenogram 
of the cervical column even in cases in which roent- 
gen treatment of the brachial plexus symptoms has 
been successful. 

In the treatment of these cases the author uses 
rays of moderate hardness, 150 kv., filters of 0.5 
mm. of zinc and 2 mm. of aluminum and one pos- 
terior field with a limitator measuring 8 by 10 cm. 
arranged along the long axis of the column. Ordi- 
narily a single irradiation with a surface dose of 
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from 200 to 250 r is sufficient. In two cases half of 
this dose was given a second time. In no cases was 
there any disturbance due to action of the rays on 
the thyroid. In only two cases there was a tempo- 
rary exacerbation of the pain after the irradiation. 
In some cases the pain was not relieved during the 
first twenty-four hours, but in the majority it 
decreased immediately following the irradiation and 
after twenty-four hours had ceased completely. 
AuDREY Goss Morcan, M.D. 


MISCELLANEOUS 


Haertl, P.: Under-Water Massage and Under- 
Water Gymnastics (Ueber Unterwassermassage 
und Unterwassergymnastik). Zentralbl. f. Chir., 


1936, pp. 65, 108. 


The action of bath cures is based chiefly on ther- 
mochemical and thermophysicomechanical effects. 
As a rule the temperature of the water should be 
that of moderate body heat, but especially in springs 
containing salts and gases it must be adjusted to the 
disease changes and to the patient’s age, ability to 
react, and general physical and psychic condition. 
On the basis of the patient’s response, as evidenced 
by metabolism, heat reaction, secretion, blood pic- 
ture, and nervous reactions, the strength of the 
stimulation may be estimated and the indications 
for stimulation or sedation and the duration of the 
baths may be determined. The effect exerted by 
baths through the skin and nerves on the secretory 
functions, the circulation, and the nerves is difficult 
to interpret correctly. During the treatment, 
sensitivity and resistance may fluctuate. Exhaustion 
and over-stimulation of the organic functions are 
often only transitory phenomena. Simple warm 
and curative baths cause opening of the pores 
with consequent improvement of the circulation, 
and have a deep action on the muscles, tendons, and 
joints. An increase in the circulation signifies an 
increase in metabolism and a curative influence on 
inflammation. Mineral baths with their content of 
salts and gases increase this effect. This is evident 
particularly after injuries and operative interven- 
tions on the bones and joints. 

In water, the body is lighter because of the law of 
displacement. Therefore only from one-twelfth to 
one-twentieth of the usual power is required for 
motion, and movements are made more easily and 
with less pain. This knowledge has been applied 
particularly in the under-water treatment at Warm 
Springs, U. S. A. The skin not only protects the 
body, but also absorbs heat and chemical solutions. 
Therefore all of the cells of the body may be in- 
fluenced by thermochemical treatment. Haertl 
believes even that regeneration of destroyed cells 
is possible by means of baths. He draws this con- 
clusion from the good results obtained from kineto- 
therapeusis in infantile paralysis. 

In addition to the good effects of the warm baths, 
movements are easier under water and the patient is 
given the suggestion of attempting their perform- 
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ance by himself. Under-water gymnastics carried 
out under medical supervision and with the aid of 
trained assistants strengthens the muscles, and the 
thermochemical action exerts a favorable influence 
on the affected nerves. 

(PLENz). Jacos Ktietn, M.D. 


Wendel, W.: Under-Water Massage and Under- 
Water Gymnastics (Ueber Unterwassermassage 
und Unterwassergymnastik). Zentralbl. f. Chir., 
1936, pp. 69, 108. 


As far back as twenty-five years ago Wendel was 
already an advocate of under-water massage and 
gymnastics. He was able to practice these because 
Unverricht, the first director of the medical clinic in 
Magdeburg-Sudenburg, had installed a large octag- 
onal pool for these purposes in the bath house. At 
first, Wendel employed this therapy in the treat- 
ment of mechanical disturbances of articular move- 
ments following wounds and inflammations. Later 
he was greatly impressed by its beneficial effect in 
the case of an eighteen-year-old patient with 
hysteria, and still later by its results in a case of 
paralysis of the extensor muscles of the left thigh 
and leg following anterior poliomyelitis in which he 
had replaced the paralyzed muscles with wire spirals 
(Voelker). Although the wire spirals were broken, 
movement steadily improved. 

To these facts Wendel adds an extensive discus- 
sion of muscle degeneration, stating that we still 
know very little about it. In any event, the muscle 
is a very sensitive organ, the condition of which 
depends upon the blood circulation, the motor nerve 
fibers of the cerebrospinal system, and the trophic 
condition of the fibers of the sympathetic nervous 
system. Muscular activity causes the formation of 
lactic acid, and if the latter is not eliminated prop- 
erly it may cause injury of the muscle fibers. Fatty 
infiltration and cloudy swelling of the muscle fibers 
may disappear completely after their cause has been 
removed. On the other hand, in fibrillary and 
discoid dehiscence of the muscles and in vacuolar 
degeneration, calcification, amyloid and waxlike 
degeneration, the changed muscle fiber is destroyed 
and regeneration occurs from the uninjured fibers 
remaining. The atrophy of disuse may be observed 
best after severance of the motor pathways with 
preservation of the circulatory conditions. On 
microscopic examination these degenerative condi- 
tions can be distinguished readily from those of 
circulatory origin. 

In infantile paralysis a toxic injury occurs by 
way of the circulation, and an atrophy of disuse 
results from the destruction of the ganglion cells of 
the anterior horn of the spinal cord. Ganglion cells, 
motor-nerve fibers, and muscle fibers form a func- 
tional unit. When the ganglion cells are completely 
destroyed degeneration of the muscle fibers must 
follow. However, not all of the motor cells of the 
anterior horn are destroyed. The myelitis is favor- 
ably influenced by convalescent serum. By means 
of mechanical action on the active and passive motor 
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system it is undoubtedly possible to reduce the 
extent of the paralysis considerably, i. e., in the 
final analysis, to combat the necrosis of the motor 
ganglion cells by functional stimuli. 

In muscle, regeneration proceeds from the sar- 
colemma and the sarcoplasm if these have not also 
undergone destruction. Muscle activity and favor- 
able conditions for nourishment of the muscle stimu- 
late the formation of new muscle fibers. Both 
better circulation and more favorable possibilities 
for movement are provided by the under-water 
treatment. 

The field of application of this treatment includes 
also the sequela of rheumatic and gonorrheal inflam- 
mations; gouty conditions; arthroses due to wear 
and tear; and all sorts of nervous diseases ranging 
from neuralgia to neuroses. Obese persons and 
sportsmen can also make use of this therapy. 
Wendel suggests the establishment of a low-priced 
warm springs in the brown-coal district of central 
Germany and propaganda to interest military 
organizations, trade guilds, invalid and old-age 
insurance authorities, and the sick-benefit societies 
in this treatment. 

In the discussion of this report, WoLrr, a balneo- 
therapeutist, said that he was particularly gratified 
that this problem had attracted the attention of 
surgeons, especially as internists had shown deplor- 
ably little interest in it at the hygienic exhibition in 
Dresden. Wendel then discussed the under-water 
douche in detail. 


(PLENz). Harry A. SALzMANN, M.D. 
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Rocchini, G., and Calchi-Novati, G.: Kidney 
Function and Short Waves (Funzionalita rena\ 
ed onde corte). Radiol. med., 1936, 23: 240. 

In the authors’ studies of the effect of short waves 
on kidney function, the renal secretion was deter 
mined with the phenolsulphonphthalein test and the 
dilution test. The technique of the tests is described 
and the results are presented in tables. 

The effects of the application of short waves to the 
kidneys were found to be: (1) a reduction in the 
amount of phenolsulphonphthalein excreted; (2) a 
decrease in the amount of water eliminated; (3) a 
percentage increase in the concentration of urinary, 
urea (not enough, however, to equal the total urea 
output in control tests); and (4) a decrease in the 
absolute and relative amounts of chlorides excreted. 

These phenomena are observed when the kidneys 
are normal as well as when they are diseased. As 
they are produced only by application of the short 
waves to the site of the kidneys, they are not due to 
reflex phenomena or to general changes in the 
organism. They are probably caused by vasodilata- 
tion and venous stasis in the kidneys brought about 
directly by the short waves. No specific action of 
waves of special lengths could be discovered. The 
heat factor did not seem to be the cause of the 
phenomena. The response of the organ is not 
strictly proportional to the intensity of the electro- 
magnetic irradiation applied. However, the phenom- 
ena seem to be a specific biological reaction of the 
kidney to the special type of stimulus given by the 
short waves. AuprEY Goss MorGan, M.D. 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Koenig, W.: Shock; Its Causes and Treatment 
(Der Shock, seine Ursachen und seine Behandlung). 
Zentralbl. f. Chir., 1935, p. 2862. 


Shock is a sudden psychic or psychological break- 
down resulting from external influences and pre- 
senting a circulatory change as its chief charac- 
teristic. Koenig applies the term “shock” to all 
phenomena of a similar nature, including collapse, 
as differentiation is impossible with certainty and is 
little heeded by the surgeon. However, traumatic, 
operative, infectious, toxic, anaphylactic, hemolytic, 
and psychic shock can be differentiated. The circu- 
latory change produces pallor, moistness of the 
skin, an alteration of the pulse, rapidity of respira- 
tion, and apathy. Koenig limits his discussion to 
observations and the results of examinations, disre- 
garding theories. 

Peritonitic shock has a characteristic picture—a 
rapid circulatory change with dilatation of the 
capillaries and injury to their walls which is followed 
by transudation. In 1912 Holzbach attributed 
peritonitic shock to poisoning of the capillaries with 
resulting capillary paralysis. According to von 


Lichtenberg, the falling blood pressure is evidence 


that the blood is flowing off into the abdominal 
vessels and not enough is being carried to the heart. 
Olivecrona found a decrease of the plasma in the 
blood in peritonitis. In experimental shock Blalock 
and others found a decrease in the volume and 
weight of the injured extremity due to loss of plasma, 
and an increase in the hemoglobin amounting to 38 
per cent. These investigations show that, as the 
result of the stasis in the capillaries and the con- 
traction of the arterioles, the supply of blood tothe 
tissues is decreased and consequently there is a lack 
of oxygen which induces dilatation and permeability 
of the capillary walls. The loss of plasma, transuda- 
tion, and capillary dilatation are macroscopically 
visible. The result of the capillary dilatation is 
contraction of the arterial channel produced reflexly 
by way of the adrenals. Dogliotti and Giordanengo 
have shown that during shock the secretion of the 
adrenals contains less adrenalin than under normal 
conditions. It is possible that the increased secre- 
tion leads to exhaustion of the organ. The decrease 
in the stroke volume and in the amount of circulat- 
ing blood results in shock by reducing the amount 
of oxygen delivered to the heart and vascular cen- 
ters. This decrease in the amount of circulating 
blood in shock due to injury, operation, or peptone 
has been demonstrated by many investigators and 
is considered by Eppinger the chief characteristic 
of shock. In peritonitis, the blood is stored up in the 


viscera of the splanchnic region particularly the 
intestines and liver; in other conditions, in the 
musculature and in the skin with its subpapillary 
venous plexuses. 

Shock can be produced by irritation of the nerves 
alone (primary shock). Psychic insults can cause 
fatal shock. Even in narcosis, irritation of the 
sensory nerves may produce symptoms of shock, 
especially a fall in the blood pressure. These are 
absent in infiltration anesthesia as, for example, of 
the bronchi and the arteries of the upper pole of the 
thyroid. Sunder-Plassman has explained them by his 
demonstration of the sympathetic nerve endings. If 
shock appears some time after an injury, it is called 
“secondary shock.”’ The path of the reflex in these 
processes is unknown. The author suggests that they 
may be brought about through the vascularnerve 
centers or by humoral transmission of vagal action 
to the heart. 

The second important factor in the production of 
shock is toxins. Their réle was first recognized by 
Nussbaum. During the world war an English re- 
search committee found that, in the dog, traumatic 
shock did not occur if the vessels of the extremity 
injured were clamped before the injury was inflicted. 
When the clamps were removed, shock took place. 
Toxins could not be demonstrated directly. Obser- 
vations on shock after the transplantation of mus- 
cles which were made by Landois in 1913 and 
studies of peritonitis by Olivecrona in 1922 led to 
the assumption that the toxins are products of 
protein disintegration. Buerger and Grauhan, in 
1922, reported inhibition of tryptic digestion by 
substances entering the blood after operation. 
Because of the similarity of traumatic shock to the 
action of histamin in animals, Cannon suggested 
that histamin may pass from injured tissue into the 
circulation. Sierra agreed with him. Up to the 
present, however, this has not been proved (Schnei- 
der). Koenig demonstrated that if injured muscle 
cells are macerated quickly enough substa.ces are 
formed which are fatal to animals in extremely small 
doses.. In their rapid perishability these muscle 
toxins are suggestive of Freund’s early toxins ob- 
tained from defibrinated blood. In the blood they 
originate from the blood platelets. Zipf isolated the 
nucleotids, especially adenyl acids and adenosin, 
as the active principles of the early toxins. Mason, 
Lemon, and Schoercher have confirmed Koenig’s 
findings. Destruction of blood platelets occurs after 
every major operation and after every severe injury. 
The contents of blisters resulting from burns effect 
a reduction in the quantity of the circulating blood 
in the same way as the substances resulting’ from 
nuclear disintegration, and have been demon- 
strated by Zipf to contain adenyl acid. Of the sub- 
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stances not foreign to the body, acetylcholin and 
carnosin must also be considered in relation to 
shock. The action of these toxic substances not 
foreign to the body on the vascular system, in con- 
junction with the vascular dilatation resulting from 
reflex action to irritation of the sympathetic and 
sensory nerves, would be entirely sufficient to ex- 
plain the clinical phenomena of shock. Treatment 
is, in fact, directed only toward the circulatory 
effects. 

However, unanswered questions still remain. 
Shock does not occur when the blood of the animals 
is rendered uncoagulable. For this purpose Koenig 
used germanin. In an animal treated in this manner 
previous to the experiment, fatal shock did not occur 
although many times the fatal dose of expressed 
muscle juice was administered. The fall in the 
blood pressure was the same as in the control ani- 
mals. From this finding Koenig concludes that fatal 
shock is not dependent unconditionally on the fall 
of the blood pressure, but is due primarily to coagu- 
lation. Von Falkenhausen had demonstrated this 
previously for anaphylactic shock, and Kyes and 
Strauser in experiments with heparin. Doelle con- 
firmed Koenig’s findings. He used early toxins from 
defibrinated blood treated beforehand with ger- 
manin, heparin, or novirudin. A fall in the blood 
pressure occurred, but fatal shock did not take place. 
According to von Falkenhausen, these substances 
act on the prothrombin. This is bound to anti- 
prothrombin in a separable form. If prothrombin is 
liberated from the combination the formation of 
thrombin results. According to von Falkenhausen, 
germanin, heparin, and salvarsan are capable of 
destroying the thrombotic action of prothrombin. 
However, prothrombin is not only a factor in coagu- 
lation; it may be considered an intermediate com- 
plement of the hemolytic system. The complement- 
forming and thrombotic properties are lost when it 
is exposed to the action of germanin, salvarsan, or 
heparin. Therefore the complement is lost from 
blood which has been subjected to this treatment. 
It disappears similarly in anaphylactic shock (Fried- 
berger), peptone shock (von Falkenhausen), and 
shock caused by products of nuclear disintegration. 
In these conditions, prothrombin with a comple- 
ment capacity is not demonstrable. The liberation 
of prothrombin signifies shock. This process is seen 
in an exaggerated form in hemolytic shock after the 
transfusion of blood of an unlike group. Sudden 
hemolysis takes place as the result of liberation of 
the prothrombin (using up of the complement) from 
the antiprothrombin-prothrombin complex. The 
term “complement” was first used by Ehrlich, 
Alexin, and Buchner. Krehl stated that the “‘com- 
plement”’ is the most puzzling substance or process 
of which he had any knowledge. He believes that it 
is probably related to the endothelial cells, the liver, 
or the bone marrow. Koenig believes that the liver 
plays a particular réle as depot organ and is the 
chief site of the formation of antithrombin (heparin). 
This is indicated by the enlargement of the liver, 
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central softening, and outpouring of glycogen in 
shock. 

From a consideration of all these factors it is 
evident that shock is a very complicated process 
which can be produced by nervous irritation alone 
by means of reflex action or, as is most often the 
case, nervous irritation supplemented by the disin- 
tegration products of non-foreign matter which act 
on the circulation. 

The aims of treatment are: (1) to fill the vascular 
system, (2) to restore the normal tone, (3) to stimu- 
late the respiratory center, and (4) to remedy the 
altered coagulation mechanism. Filling of the 
vascular system is best accomplished by blood trans- 
fusion. Kallius found that pure serum free of cells 
remains demonstrable longest. Krogh recommended 
sodium-chloride solution with a 6 per cent content of 
gum arabic. By hemoglobin determinations, Sie- 
benauer found that the blood became more watery 
after the injection of from 30 to 4o per cent sugar 
solutions. Normasol and tutofusin solutions are 
effective for only a few hours, but sometimes are 
life-saving. They are best given by the continuous 
drop infusion method. Koenig uses an 8 to 1o per 
cent solution of pure dextrose prepared with ordi- 
nary sterile tap water. From 3 to 6 liters with from 
6 to ro c.cm. (from 0.6 to 1 gm.) of sympatol to each 
liter are given per day. 

For restoring normal tone, sympatol is superior 
to adrenalin as its action on the blood pressure and 
its toxicity are less. Arrhythmias disappear after 
the administration of sympatol. According to 
Koenig, the use of pure dextrose infusion and 
sympatol without other cardiac remedies is the best 
means of combating the circulatory changes in 
shock, even when the oxygen supply is insufficient. 
Strophanthin, digipurat, and cardiazol are almost 
wholly without effect in the absence of oxygen. 

In attempts to stimulate the respiratory center, 
Brednow found an increase of the circulating blood 
and plasma after inhalations of carbon dioxide, and 
Hochrein and Keller, after expressing the blood 
from the lungs and spleen. Carbon dioxide does not 
act on the paralyzed respiratory center, but the 
suboccipital injection of caffein, coramin, or lobelin 
into the cisterna cerebellomedullaris is effective. 
Muehlbauer recommends a combination of lobelin 
and sympatol. 

Up to the present time no method of influencing 
the coagulation system is known. 

(PLENZ). FLORENCE ANNAN CARPENTER. 


Tagariello, P.: The Action of an Alcoholic Extract 
of Urine on the Adrenal and Its Use in the 
Biological Diagnosis of Malignant Tumors 
(Sull’azione dell’estratto galcoolico di urina sul 

* surrene e suo impiego per la diagnosi biologica dei 
tumori maligni). Riforma med., 1936, 52: 246. 


In May, 1934, a new method of diagnosing the 
presence of malignant tumors, the test of Aron, was 
reported. This consists in the injection into rabbits 
of a specially prepared alcoholic extract of urine 
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from the patient suspected to have a malignant 
tumor and then noting the effects produced in the 
adrenals of the animals. The extract of the urine 
causes a homogeneization of the protoplasm of the 
spongiocytes of the adrenal cortex due to excretion 
of the lipoids normally contained by them. 

Tagariello reports experiments which he carried 
out to ascertain the value of the test. In the first 
series, in which he used rabbits as in the original 
technique, the findings were contradictory. In the 
next series he used guinea pigs as their adrenals 
have not only a higher content of lipoid in the zona 
fascicolata (on which the sensitivity of the test de- 
pends), but also a more constant lipoid content. The 
results of the second series of experiments seemed 
to be more dependable and consistent. 

Tagariello shows, in tables, the results he obtained 
with the test in the cases of patients with and 
without carcinoma and presents photomicrographs 
of the adrenals of the test animals. He concludes 
from his study that the method is of some diag- 
nostic value and worthy of further investigation. 

EvuGENE T. Leppy, M.D. 


Stolz, A., Aron, M., Weiss, A. G., and Kuntzmann, 
J.: Statistics of the Cancer Reaction of Aron 
(Epreuve statistique de la “réaction du cancer’’ 
d’Aron). Presse méd., Par., 1936, 44: 561. 


Aron has previously described a test for cancer 
based on the finding that the urine of persons with 
cancer contains a principle which causes a modifica- 
tion of the suprarenal cortex and one which stimu- 
lates the ovary of the rabbit. The latter reaction is 
less constant and less specific than the former. 

The urine for 2 twenty-four-hour periods is pre- 
cipitated with alcohol and, after removal of the 
precipitate by centrifugalization, the latter is mixed 
with physiological saline solution and injected into 
rabbits weighing about 2 kgm. One or two days 
before the first injection a small portion of the 
suprarenal cortex is removed from each animal to 
be compared with the cortex after completion of 
the injections. From 2 to 4 subcutaneous injections 
of at least 20 c. cm. are given, 2 being given daily. 
The animals are killed one or two days after the 
last injection. The reactions observed in the supra- 
renal cortex are classified as negative, doubtful 
negative, doubtful positive, and positive +, ++, 
and +++. 

A total of 162 tests have been made in 125 cases. 
Two tests were made in 29 cases and 3 tests in 4 
cases. Thirty-four of the tests must be excluded 
because of death or intercurrent disease of the test 
animals, failure to make a definite clinical diagnosis 
by biopsy, or a technical error. Among the remain- 
ing 128 cases there were 35 of cancer. In 3 of the 
latter the reaction was positive +++; in 10, 
positive ++; in 9, positive +; in 8, doubtful posi- 
tive; in 1, doubtful negative; and in 4, negative. 
The reaction was therefore in agreement with the 
histological diagnosis of cancer in 30 (85.7 per cent) 
of the 35 cases. 
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F Theretwere%88 cases in which the lesion was not 
cancer, and 5 cases in which a cancer had been 
removed at operation and there were no signs of 
recurrence. Of the first group, the test gave a 
negative reaction in 63 and a doubtful negative 
reaction in 13. Of ro cases in which it was repeated, 
a positive reaction was obtained in 6 and a doubtful 
positive reaction in 4. Of the 5 cases in which a 
cancer had been surgically removed, the test was 
negative in 4 and doubtful negative in 1. Thus, in 
83 (89.2 per cent) of the 93 cases the results agreed 
with the histological diagnosis. 

Of the entire series of 128 tests, the results agreed 
with the clinical and pathological diagnosis in 113 
(88.3 per cent). 

These results prove that the urine of persons 
with cancer contains a substance which is not 
present in the urine of normal persons or persons 
with other diseases. The authors are seeking to 
perfect the technique of the test in order to obtain 
more definitely positive reactions in cases of cancer, 
eliminate the doubtful reactions, and make the test 
more practical for clinical use. AticeE M. Meyers. 


Harmer, T. W.: Certain Aspects of Hand Surgery. 
New England J. Med., 1936, 214: 613. 

The objective in primary surgical repair and re- 
construction of the hand is restoration of function. 
In infections of the hand the objectives are drainage 
and preservation of function. 

The chief difficulty in all tendon work is presented 
by anchoring adhesions. Such adhesions are best 
prevented by limitation of operative trauma to the 
minimum and early active, purposeful motions of 
the involved digits a few times every hour. Two 
general principles in the after-care which favor re- 
turn of function are immediate active motion with- 
out splinting and immediate active motion with 
limitation of the motion of antagonistic muscles by 
simple splints. 

Before operating in cases of injury of the hand or 
wrist the surgeon should have a complete idea of the 
repair problem presented. The condition of the 
nerves and tendons of the hand and wrist can be 
determined rapidly by examination for loss of 
sensation, the presence of muscular paralysis, or loss 
of tendon function. In low division of the ulnar 
nerve abduction and adduction of the fingers and 
adduction of the thumb are impossible, and in low 
division of the median nerve the ability to appose 
the extended thumb and little finger is lost. 

For tendon suture the author recommends an 
overcasting stitch of No. 7 black silk placed along 
the tendon borders. As this stitch does not pene- 
trate the core of the tendon at the divided ends and 
the knots lie external to the approximated ends, 
more firm union of the divided tendon is favored. 

Harmer describes motion pictures which were 
taken to show pre-operative examinations to deter- 
mine loss of function, simple devices for limitation 
of motion of antagonist muscles, and early purpose- 
ful motion forty-eight hours after tenorrhaphy. The 
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remainder of the film was used to illustrate the 
several stages in the treatment of hemolytic strep- 
tococcus infections of the hand. Three principles 
were developed: (1) immune blood transfusion; 
(2) the feasibility and desirability of early active 
motions; and (3) the preservation of tendons follow- 
ing the drainage of tendon sheaths and bursz. 

In the discussion of this report RicE emphasized 
the importance of conservative treatment of man- 
gled digits and hands for the preservation of max- 
imum function. 

Hamons reviewed his experience with the use of 
a fascia lata lace to bridge a defect in a divided 
tendon, and reported four cases in detail. 

J. Epwin Kirkpatrick, M.D. 


DUCTLESS GLANDS 


Herrman, C. S.: Parathyroids: A New Anatomical 
Concept. J. Am. M. Ass., 1936, 106: 1357. 


The author offers an explanation for the variation 
in the number of the parathyroid glands and then de- 
scribes the parathyroid nerves and a location that 
may be considered normal for the inferior parathy- 
roid gland. His article is based on the dissection of 
thirty cadavers in the anatomy laboratory and sev- 
eral fresh specimens in the autopsy room. 

There are constantly found four parathyroid 
“stalks,’’ which are formed as follows: On each side 
of the neck a branch of the inferior thyroid artery 
joins with a branch of the recurrent laryngeal nerve 
to form a stalk to the inferior parathyroid gland. 
Similarly a branch from the superior thyroid artery 
is joined by a branch from the superior laryngeal 
nerve to form a stalk to the superior parathyroid 
gland. It is by the derivation of two or more para- 
thyroids from each of these stalks that a greater 
number than four parathyroid glands are formed. 
An elongation of the stalk readily explains such con- 
ditions as mediastinal parathyroid and the occur- 
rence of parathyroids embedded in the thyroid 
gland. 

The inferior parathyroid nerve is given off by the 
recurrent laryngeal nerve at the point at which it 
crosses the main branch of the inferior thyroid ar- 
tery. This nerve accompanies the parathyroid 
artery and enters the hilus of the inferior parathy- 
roid gland. The superior parathyroid nerve is de- 
rived from the external division of the superior 
laryngeal branch of the vagus. 

The stalk of the inferior parathyroid gland is 
found at the crossing of the recurrent laryngeal nerve 
and the inferior thyroid artery, and the gland com- 
monly lies in the inverted V-shaped niche formed by 
the artery and the nerve. However, the stalk may 
be longer than the usual 5 mm., and as a consequence 
the gland may be ectopic. The stalk of the superior 
parathyroid is much longer than that of the inferior 
parathyroid. A common location of the former is 
at about the middle of the thyroid gland, posterior 
to, and near, the trachea. 

Harowp C. Ocusner, M.D. 
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Mandl, F.: Calcium Metabolism and Its Relations 
to Surgery of the Parathyroids (Der Kalkstoff- 
wechsel und seine Beziehungen zur Chirurgie der 
Epithelkoerperchen). Beitr. 2. klin. Chir., 1935, 162 
643. 


The basis of surgery of the parathyroids was the 
achievement of Eiselberg in 1890. Eiselberg was the 
first to succeed in curing postoperative tetany b, 
the implantation of parathyroid glands. Patho- 
logical anatomists have pointed out again and again 
that at least one enlarged or tumor-like parathyroid 
is found at autopsy in bone diseases in which the 
skeleton has suffered calcium depletion. In a dis 
cussion before the Society of Viennese Physicians in 
1915, Schlagenhaufer and Maresch proposed re 
moval of such an enlarged parathyroid in a case of 
Recklinghausen’s generalized osteitis fibrosa. Bauer 
objected to this procedure for physiological reasons. 
Ten years later Mandl carried out the experiment 
without knowing at the time that it had been pro 
posed by Schlagenhaufer and Maresch. Since then, 
nearly 100 patients with Recklinghausen’s osteitis 
fibrosa have been operated on in this manner. Most 
of the operations were performed in other countries 
The indication for the procedure has already passed 
beyond the realm of controversy. In typical cases 
and in the overwhelming majority of the cases the 
results are always the same: the calcium metabolism 
quickly returns to normal; the patient recovers from 
the cachexia; and in course of time the decalcified 
bones become more solid. The success of the opera- 
tion is especially important because Recklinghau- 
sen’s osteitis fibrosa is usually fatal. 

The most important chemical characteristics of 
Recklinghausen’s osteitis fibrosa are hypercalcemia 
and hypophosphatemia. These are manifestations 
of the hyperparathyroidism which is _ probably 
present in the disease. They give the condition its 
character as a clinical entity and are two of the 
most important factors differentiating it from 
related and apparently related bone diseases. The 
decalcification in Recklinghausen’s osteitis fibrosa 
is somewhat peculiar. While neither carcinosis nor 
myelomatosis, nor tuberculosis with high-grade 
bone destruction is necessarily associated with the 
release of a large amount of calcium into the blood, 
and even diseases that completely destroy the bones 
may not increase the blood calcium, the constancy 
of hypercalcemia in Recklinghausen’s osteitis 
fibrosa is generally recognized. 

According to Courthy and others, the clinical 
picture of Recklinghausen’s osteitis fibrosa is to be 
derived from certain bone signs and their sequel:, 
from neuromuscular symptoms, general symptoms, 
and changes in the calcium metabolism. In experi- 
ments the parathyroid hormone produced com- 
paratively rapidly a condition in the bones closely 
resembling Recklinghausen’s osteitis fibrosa. The 
parathyroid hormone decalcifies bone. It is most 
active in an acidotic metabolism. The calcium 
balance is the criterion of the function of the para- 
thyroids. Almost regularly after operations for 
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goiter a temporary lowering of the blood calcium and 
a considerable increase in the blood phosphorus 
occur. Therefore, after practically every goiter 
operation conditions are favorable for the develop- 
of tetany. The ligation of the thyroid arteries may 
interfere with the nutrition of the parathyroids. 

How are the unsuccessful operations to be ex- 
plained? The diagnosis of Recklinghausen’s osteitis 
fibrosa, which is expected to be made primarily by 
the roentgenologist, is not easy in all cases. Even 
today there are a large number of bone diseases 
which present the greatest diagnostic difficulties. 
Age, heredity, the general condition, the calcium 
and phosphorus findings, adynamia, oliguria (Snap- 
per), calcium deposits in the urinary tract, calcium 
metastases in other internal organs, lack of normal 
capacity for walking and movements, bone pains, 
and spontaneous fractures must be taken into con- 
sideration, and it must be remembered that, accord- 
ing to Liévre, there are several forms of Reckling- 
hausen’s osteitis fibrosa—the renal, the metastatic, 
the acute, and the digestive type. The roentgen 
picture is of decisive value in the diagnosis. In the 
differential diagnosis the most important diseases 
to be ruled out are lymphogranulomatosis, car- 
cinosis, and myeloma. It cannot be emphasized 
too emphatically that Recklinghausen’s localized 
osteitis fibrosa and Paget’s osteitis deformans are 
not of the same type. 

A further cause for failure of operation is failure 
to find at operation any parathyroid change such 
as gross enlargement even when the roentgen diag- 
nosis has been definite. The suspected parathyroid 
tumor is almost never to be felt in the neck through 
the skin. Nearly always it must be sought during 
the operation. The location of the parathyroid 
bodies is atypical in 25 per cent of cases. Their most 
common atypical sites are the anterior mediastinum 
and within the thyroid. In the literature there are 
records of cases in which the enlarged parathyroid 
was not found until the second or third operation. 
If the search for an enlarged parathyroid is unsuc- 
cessful, 1 or 2 normal parathyroids should be removed 
as by this procedure at least some results will be 
obtained. There are available today a number of 
good parathyroid preparations for the prevention 
and overcoming of tetany. The ratio between cal- 
cium and phosphorus in the blood is a good criterion 
of improvement or danger from tetany. The litera- 
ture reports several cases of Recklinghausen’s osteitis 
fibrosa in which normal parathyroid bodies were 
removed with successful results, but records also 
cases in which this procedure failed. 

With regard to localized osteitis fibrosa, the author 
states that in none of his 20 cases of this condition 
did he observe a change to the generalized form. 
Localized osteitis fibrosa has no relationship to 
dysfunction of the parathyroids. Mandl has never 
observed the transition of this condition to sarcoma 
and doubts whether it occurs. 

_ The difference between Recklinghausen’s osteitis 
fibrosa and Paget’s disease is proved definitely by: 


(1) the absence of hypercalcemia in Paget’s disease; 
(2) the fact that a parathyroid tumor has never 
been found in Paget’s disease; and (3) the marked 
decrease in the excretion of calcium in the urine in 
this condition. However, Mandl believes that 
Paget’s disease has some relationship to the para- 
thyroids. Bone changes similar to those of Paget's 
disease can be produced experimentally with 
Vitamin D, whereas the addition of parathyroid 
hormone inhibits their formation. 

The broader indications for parathyroidectomy 
were introduced by Oppel and Ssamarin, who ex- 
tended them to the following diseases: myositis 
ossificans, scleroderma, severe spondylarthritis, 
keloids, and Dupuytren’s contracture. Mandl ob- 
tained distinct improvement in 2 cases of spon- 
dylarthritis by removing a parathyroid. He be- 
lieves this treatment is justified for severe cases of 
this condition and also for scleroderma, for which 
Leriche believes operations on the sympathetic 
nervous system are indicated. 

The following cases were operated upon by Mandl: 

Case 1. Recklinghausen’s osteitis fibrosa. Extir- 
pation of a parathyroid tumor resulted in cure which 
lasted for a year. When the condition recurred, a 
second operation was done, but was unsuccessful. 

Case 2. Recklinghausen’s osteitis fibrosa. The 
search for a parathyroid tumor was unsuccessful. 
The condition showed no improvement, and after 
three years the patient died of cachexia. 

Case 3. Recklinghausen’s osteitis fibrosa. The 
removal of a parathyroid tumor from the medi- 
astinum had a good immediate result, but two 
months later the patient died of cachexia and 
tetany. 

Case 4. In this case the clinical diagnosis was 
localized osteitis fibrosa, but the roentgen diagnosis 
was Recklinghausen’s osteitis fibrosa. Two para- 
thyroid bodies of normal size were removed. Later, 
a diagnosis of carcinosis or myelomatosis was made. 
The autopsy diagnosis was bone carcinosis. Micro- 
scopic examination revealed lymphogranulomatosis 
of the bones and abdominal organs. 

Case 5. Spondylarthritis deformans. Removal of 
a parathyroid body was followed by definite im- 
provement. 

Case 6. Spondylarthritis ankylopoietica. The 
tissue removed was found on histological examina- 
tion not to be a parathyroid gland. Ligation of the 
inferior and superior thyroid arteries was followed 
by improvement. A paradoxical calcium balance 
was found. 

Case 7. Tetania strumipriva. Improvement fol- 
lowed the implantation of a calf parathyroid. 

Case 8. Latent tetany. Improvement of the con- 
dition followed the implantation of a calf para- 
thyroid. 

Case 9. Paget’s disease. A supposed parathyroid 
tumor removed was found on histological examina- 
tion to be an adenoma of the thyroid. The opera- 
tion and the administration of parathormone were 
followed by improvement. 
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Mandl’s other cases were not treated surgically. 
(HELLNER). FLORENCE ANNAN CARPENTER. 


EXPERIMENTAL SURGERY 


Padula, A.: Experimental Researches on the Influ- 
ence of Vitamins on the Healing of Wounds 
(Ricerche sperimentali sull’influenza delle vitamine 
nella guarigione delle ferite). Arch. ital. di chir., 1936, 
42: 627. 

Since the work of Hopkins in 1881, numerous at- 
tempts have been made to explain the mechanism of 
action of vitamins. It is probable that vitamins 
resemble hormones for, like the latter, they influence 
interchange within the body. After reviewing the 
findings of other investigators regarding the effect of 
vitamins on the healing of wounds, the author re- 
ports those of his own studies. 

He found that the local application of Vitamin A 
to a wound resulted in no change in the rate of heal- 
ing from that in normal animals and animals with 
hypervitaminosis, and that it retarded the rate of 
healing in animals given a diet with a low vitamin 
content. 

The local application of Vitamin B to a wound 
slowed the rate of healing in normal animals, but 
increased it in animals on a diet low in vitamins, 
especially when the latter were subsequently given a 
normal diet to which vitamins were added. 

The local application to a wound of Vitamin C did 
not hasten healing in normal animals or animals 
given daily doses of this vitamin before operation, 
but favored healing in animals kept continuously on 
a vitamin-poor diet. 

“Phe local application of Vitamin D to a wound 

favored healing in all of the animals. 

In conclusion the author states that, according to 
some investigators, vitamins act as catalysts while 
according to others they act as stimulants to the 
sympathetic nervous system. A. Lours Rost, M.D. 


HOSPITALS; MEDICAL EDUCATION AND 
HISTORY 


Pardal, R.: Trephination Among the Incas (Tre- 
panacién del craneo entre los Incas). Arch. argent. 
de neurol., 1935, 13: 147. 


Pardal reviews the development of trephination 
from the study of an Inca skull in 1865 to recent 
studies of prehistoric trephined skulls by roent- 
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genography. The article contains illustrations of 
the skulls, amulets made from them, trephine instru 
ments, and ceramics showing the operation, and is 
followed by a bibliography. The only sources of 
first-hand information are the ethnological remains 
and the comparatively recent accounts (1897) of 
missionaries in the South Sea Islands who witnesse« 
the procedure. 

It appears that among many peoples trephining 
was characteristic of the matriarchal stage of cul- 
ture. In South America and in ancient and modern 
Polynesia, at least, a common factor determining 
the purpose and technique of the operation was the 
use of the same weapons—slings and clubs. The 
evidence from neolithic caves in France suggests that 
trephining was practised there primarily for thera- 
peutic purposes. The skulls of subjects who sur- 
vived were considered to have a magical value, and 
after the individual’s death pieces were cut from the 
edges of the opening for use as amulets. Authorities 
differ as to whether postmortem trephining was 
practiced in Peru. According to one theory, the 
warrior perforated the skulls of his fallen enemies to 
procure trophies and later operated on prisoners, 
whether they were wounded or not. Noting that 
some of the victims survived or even were cured, 
he gradually adopted the procedure for therapeutic 
purposes. The surgical indications appear to have 
been fractures; wounds with denudation of the bone, 
periostitis, and lesions due to syphilis; and convul- 
sions and mental disturbances (to let out evil 
spirits). 

In modern Polynesia there is no indication of a 
magical motive. The operation is (or was) practiced 
chiefly for fractures caused by stones hurled from 
slings and the sequela of increased intracranial 
pressure. The trephine opening is covered with 
cocoanut bark and the edges of the scalp wound are 
held together by a band of vegetable fiber. The 
mortality is 20 per cent. 

Roentgenological study of ancient trephined skulls 
reveals the finer structure of the bone, the different 
modes of repair, and the approximate duration of 
the individual’s survival. If the borders of the open- 
ing are blurred, death occurred within a few weeks 
after the operation. If the border is surrounded by 
a dark ring of compact tissue, the subject survived 
for months. If this ring is at a distance from the 
edges of the opening, he lived for years. 

M. E. Morsg, M.D. 
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